








INTERNATIONAL ABSTRACT 
OF SURGERY 





OCTOBER, 1928 





LANDMARKS IN SURGICAL PROGRESS 


By IRVING S. CUTTER, M.D., Sc.D., Cuicaco 


Dean, Northwestern University Medical School 


VALENTINE MOTT AND LIGATION OF THE ARTERIA INNOMINATA 


RIOR to the advent of 

anesthesia (1846) and 

of Listerism (1867), the 
first half of the nineteenth 
century witnessed important 
surgical advances due princi- 
pally to the growing knowledge 
of pathology and physiology 
and to the applied anatomical 
skill of such surgical leaders 
as Sir Astley Cooper (1768 
1841), Robert Liston (1794 
1847), James Syme (1799- 
1870), and Sir Charles Bell 
(1774-1842) in England; 
Guillaume Dupuytren (1777— 
1835) and Alfred Armand 
Valpeau (1795-1867) in 
France; Carl Ferdinand von 
Graefe (1787-1840) and Johann 
Friedrich Dieffenbach (1792- 
1847) in Germany; and Philip 
Syng Physick (1768-1837), John Collins Warren 
(1778-1856), Nathan Smith (1762-1829), George 
McClellan (1796-1847), and Valentine Mott in 
America. Of the new-world group, Mott was the 
outstanding figure. 

Under the stimulus of the teaching and exam- 
ple of Astley Cooper, surgery of the blood vessels 
made rapid progress, and in this field Valentine 
Mott became pre-eminent. Samuel D. Gross,! 
his biographer, says: 


1Memoir of Valentine Mott, by Samuel D. Gross, New York, 1868, 





From engraved frontispiece, Biographical 
Sketches of Living New York Surgeons, 
S. W. Francis, New York, 1866. 


In the ligation of arteries he 
was facile princeps; absolutely 
without a rival. No surgeon, 
living or dead, ever tied so 
many vessels or so successfully 
for the cure of aneurism, the 
relief of injury, or the arrest of 
morbid growths. The catalogue, 
inclusive of the celebrated case 
of the innominate artery, com- 
prises eight examples of the 
subclavian artery, fifty-one of 
the primitive carotid, two of 
the external carotid, one of the 
common iliac, six of the external 
iliac, two of the internal iliac, 
fifty-seven of the femoral, and 
ten of the popliteal; in all one 
hundred and thirty-eight. 


Mott’s report of his famous 
case of ligation of the arteria 
innominata is contained in the 
Medical and Surgical Register 
consisting chiefly of Cases in the New York Hos- 
pital.? The volume itself is unique as it comprises 
the first collection of cases published from an 
American hospital. The preface contains this 


. Suggestive paragraph: 


As this is the first work of this description ever 
attempted in this country, and may lead to exertions 
of much greater utility and importance, it is hoped 
that it will meet with the approbation of the 
Medical Profession, and prove an additional incite- 


2By John Watts Jr., M.D., Valentine Mott, M.D., and Alexander 
Stevens, M.D., Vol. 1, New York, 1818. 
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ment to the publication of papers that may enlarge 
the bounds of Medical Science, and mitigate some 
of the numerous ills of mortality. 


The patient who was the subject of this re- 
markable report was Michael Bateman, a sailor 
aged fifty-seven years, a native of Massachusetts. 
He was admitted to the New York Hospital on 
March 1, 1818, complaining of a catarrhal affec- 
tion and with his right arm and shoulder much 
swollen. The catarrhal condition subsided after 
a few weeks, but the tumor both above and below 
the right clavicle increased in size and Mott made 
a diagnosis of right subclavian aneurism. On 
May 7, after a consultation with Drs. Post, Kis- 
sam, and Stevens,' it was agreed that operation 
would afford the patient his only chance for life. 
It was Mott’s plan to pass a ligature around the 
subclavian artery before it passes through the 
scaleni muscles, or around the arteria innominata 
if the size of the tumor should prevent the first 
procedure. One hour before the operation, which 
was performed on May 11, the patient was given 
70 drops of tincture of opium. The subclavian 
was found to be extensively inflamed, and Mott 
says: 

With this appearance of disease in the subclavian 
artery, it only remained for me either to pass the 
ligature around the arteria innominata, or abandon 
my patient. Although I very well knew, that this 
artery had never been taken up for any condition of 
aneurisms, or ever performed as a surgical operation, 
yet with the approbation of my friends, and reposing 
great confidence in the resources of the system, when 
aided by the noblest efforts of scientific surgery, I 
resolved upon the operation. 

The bifurcation of the innominata being now in 
view, it only remained to prosecute the dissection a 
little lower behind the sternum. ‘This was done 
mostly with the round edged knife, taking care to 
keep directly over and along the upper surface of the 
artery. After fairly denuding the artery upon its 
upper surface, I very cautiously, with the handle of 
a scalpel, separated the cellular substance from the 
sides of it, so as to avoid wounding the pleura. 
A round silken ligature was now readily passed 
around it, and the artery was tied about half an inch 
below the bifurcation. The recurrent and phrenic 
nerves were not disturbed in this part of the opera- 
tion. I now made a knot in the ligature, and with 
my forefingers carried it down to the artery, and 
drew it a little so as partly to close its diameter and 
arrest the column of blood gradually. This was 
continued for a few seconds to observe the effect 
produced upon the heart and lungs; when no change 
taking place, it was drawn so as to stop the circula- 
tion entirely, as was shown by the radial artery of 


! Wright Post (1766-1822), Richard S. Kissam (1763-1822), Alexander 
H. Stevens (1789-1869). 





the right arm, and the right temporal immediately 
ceasing to pulsate. The knot was drawn more firmly 
by the ligature irons, and a second knot applied in 
the same manner. 

In no instance did I ever view the countenance of 
man with more fluctuations of hope and fear, than 
in drawing the ligature upon this artery. To inter- 
cept suddenly one fourth of the quantity of blood, 
so near to the heart, without producing some 
unpleasant effect, no surgeon, a priori would have 
believed possible. I therefore drew the ligature 
gradually, and with my eyes fixed upon his face, I 
was determined to remove it instantly if any alarm- 
ing symptoms had appeared. But, instead of this 
when he showed no change of feature or agitation of 
body my gratification was of the highest kind. 

Dr. Post now asked him if he felt any unpleasant 
sensation about his head, breast or arm, or felt any 
way different from common, to which he replied, 
that he did not. 

Immediately after the ligature was drawn tight, 
the tumor was reduced in size about one third, and 
the course of the clavicle could be distinctly felt. 
The patient lost perhaps from two to four ounces of 
blood, most of which came from the ruptured branch 
of the subclavian. The operation occupied about 
one hour. 


Ulceration and sloughing naturally followed, 
incident to a deep narrow wound with inadequate 
drainage, and the patient died on the twenty-sixth 
day following the operation. During the last 
few days of his life, secondary hemorrhages had 
occurred. The necropsy showed extensive ulcera- 
tion at the bottom of the wound 


. extending toward the trachea and under the 
clavicle toward the tumor. The tripod of great ves- 
sels, consisting of the innominata, subclavian and 
carotid arteries, to the extent of nearly an inch, was 
dissolved and carried away by the ulceration. Upon 
opening the tumor, the clavicle was involved in it, 
and found carious, and entirely disunited about the 
middle. 


The closing paragraphs of Mott’s report are 
worthy of note: 


Several very important facts are established by 
this operation—facts which no surgical operation 
has ever before confirmed. It proves very con- 
clusively, that the heart, the brain, and the right 
arm, were not the least injured by it, in any of their 
functions. To tie so large a vessel, so near the heart, 
might very reasonably be expected to occasion some 
immediate derangement in the actions of that 
organ: but it was neither increased or diminished in 
its contractions, nor did it give rise to the least vis- 
ible change in his respiration. All this could not have 
been anticipated. I apprehend there are no ingen- 
uous surgeons who would not have expected quite a 
contrary result. For my own part, I must confess that 
this was to me an anxious moment, when I drew the 
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ligature upon this artery. Indeed, so apprehensive 
was I that some serious, if not almost immediately 
fatal consequences would follow, from arresting so 
large a proportion of the whole mass of blood sud- 
denly, that I drew the ligature very little at first. 
But when no change took place in the actions of the 
heart, or respiration, I felt a confidence in com- 
pletely intercepting the whole current of blood 
through this great vessel. 

The brain in no operation has been deprived of so 
large a quantity of blood as in this, and yet it suf- 
fered no inconvenience: from the effect of experi- 
ments however, upon animals I entertained no fear 
as to the consequences of my operation upon this 
organ. 

The practicability and propriety of the operation 
appear to me to be satisfactorily established by this 
case: and although I feel a regret, that none know 
who have not performed surgical operations, in the 
fatal termination of it, and especially after the high 
and just expectations of recovery which it exhibited; 
yet I am happy in the reflections, as it is the only 
time it has ever been performed, that it is the 
bearer of a message to Surgery, containing new and 
important results. 


Among the many operations for which Mott 
may claim priority is that of removal of the clav- 
icle for osteosarcoma.' Mott considered this his 
greatest surgical triumph. ‘It surpassed,” he 
says, “in tediousness, difficulty and danger, any- 
thing which I had ever witnessed or undertaken.” 
According to Dr. S. W. Francis, one of Mott’s 
pupils and the author of a sketch of Mott’s life,? 
the patient was living thirty-seven years after 
the operation, in perfect health, being able to fulfil 
in the most satisfactory manner the duties of a 
pastor. 

The career of this resourceful surgeon may be 
briefly sketched: 

Valentine Mott (1785-1865) was born at Glen 
Cove, Long Island, the son of Henry Mott (1757 
1840) a physician who had received his medical 
training under the preceptorship of Samuel Bard.* 
The son, Valentine, received his preliminary edu- 
cation under private instruction, and in 1804 
entered Columbia College, concurrently serving 
an apprenticeship under a relative, Dr. Valentine 
Seaman, a graduate of the University of Penn- 
sylvania and a pupil of Rush, Shippen, and Kuhn. 
On receiving the degree of M.D. in 1806, Mott 


1Am. J. M. Sc., 1828. 

2Living New York Surgeons, New York, 1866. 

3Samuel Bard (1742-1821), son of Dr. John Bard, was born in Philadel- 

ia. He received his preliminary education in King’s College, New 

ork, later continuing his studies in London (1761). In 1762 he journeyed 
to Edinburgh, and on completion of his studies received the degree of 
M.D. in 1765. He was one of the founders of the New York Hospital 
and the New York Dispensary, dean of the reorganized medical faculty 
of Columbia College in 1791, and president of the College of Physicians 
and Surgeons in 1813. 
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Reproduction of Plate 1, Mott’s report. Represents the 
extent and position of the tumor and the form of the ex- 
ternal incision. 





sailed for London and enrolled under the instruc- 
tion of Sir Charles Bell and Sir Astley Cooper. 
After about a year in London, he journeyed to 
Edinburgh where he remained under the instruc- 
tion of that renowned faculty until the fall of 
1809. On his return to New York he engaged in 
practise, giving also private lectures in surgery. 
In 1811,‘ he was appointed professor of surgery 
in Columbia College. He resigned in 1813 and 
joined with his colleagues the newly organized 
College of Physicians and Surgeons. In 1826, with 
a group of distinguished teachers,° he aided in the 
organization of the short-lived medical faculty of 
Rutgers College. Later academic associations 
were with the medical faculties of the College of 
the City of New York and the College of Physi- 
cians and Surgeons. ‘The latter connection he 
retained until his death. 

To an unusual degree, Valentine Mott was 
devoted to surgery as a science, and no surgeon of 
his time can lay claim to so great a number of 
original surgical procedures. An early advocate 
of bedside teaching, he was, throughout his 
career, the inspiration of thousands of students. 
His surgical lectures’ are well worth reading 
today. 

‘Catalogue of the Governors, Trustees, etc., of Columbia College in 


the City of New York, New York, 1865. 

6 David Hosack (1769-1835), John W. Francis (1789-1861), Wm. J. 
Macneven (1761 to) D. Godman (1794-1830), John Griscom 
(1774-1852), Samuel L. Mitchell (1764-1831), and others. 

6S. W. Francis. Report of Professor Valentine Mott’s Surgical Clin 
iques in the University of New York, session 1859-60, New York, 1860. 
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Naftzger, J. B.: Fractures of the Facial Bones 
Involving the Nasal Accessory Sinuses. Ann. 
Otol., Rhinol. & Laryngol., 1928, xxxvii, 486. 


Fracture of the superior maxilla may involve only 
the alveolar process or extend transversely, separate 
the entire alveolus and palatine process from the 
maxilla, and expose the antral and nasal cavities. 
Transverse fracture through the malar, orbital, and 
nasal bones may allow the upper teeth to drop from 
1 to 2 cm. when the mouth is opened. The majority 
of such injuries are the result of automobile acci- 
dents. 

The malar bone may be fractured and driven me- 
dially into the antrum. It is rare for both malar 
bones to be fractured. Frequently there is also a 
fracture of the infra-orbital ridge causing the eyeball 
to droop downward and outward. ‘This type of 
fracture may extend into the ethmoid and nasal 
cavity as well. In severe fracture of the nasal bones 
there may be marked depression with disarticula- 
tion from the frontal bone or from the maxilla 
laterally. Ecchymosis and emphysema are common. 

From experiments on cadavers in which these 
fractures were produced by various degrees of force 
the following conclusions are drawn: 

1. The sinuses are involved in almost every type 
of fracture of the facial bones. 

2. Fractures of the cribriform plate may occur 
from a crushing fracture of the nose. 

3. The sphenoid sinus is opened by separation of 
the pterygoid process from the body of the sphenoid. 

4. When the malar bone is driven medially, the 
orbital plate and not the malar bone is driven into 
the maxillary sinus. 

The diagnosis of these fractures depends upon 
careful inspection and palpation. Roentgenograms 
are of aid if they are properly made. 

Any laceration of the soft tissues must be sutured 
loosely to allow drainage. Ragged edges should be 
carefully trimmed away. The eyelids must be 
approximated with great care. In fracture of the 
alveolus, interdental wiring is indicated. When there 
is separation of the alveolus and the maxilla drops 
downward, a Kingsley splint may be used in the 
mouth, the arms being attached to a suitable head 
band. Because of muscle action and difficulty in 
eating and breathing, the use of the lower jaw as a 
splint is not advisable. In comminution of the wall 
of the antrum an opening should be made as in the 
radical antrum operation, the bone elevated, and all 
loose fragments removed. Packing of the antrum 
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with vaseline gauze is necessary for the control of 
bleeding and the care of any subsequent infection 
that may develop. Fractured nasal bones may be 
treated by the usual intranasal splint. In a few 
cases an external splint may be necessary. 

WitiiaM J. Pickett, M.D. 


Van Poole, G. M.: Sequestrum of the Superior 
Maxilla Following Typhoid Fever. Laryngoscope, 
1928, XXXviii, 357. 

A woman entered the hospital complaining of 
pain in the right side of the face which was aggra- 
vated by eating and of difficulty in speech. One 
‘month before, she had recovered from a protracted 
attack of typhoid fever. 

Examination revealed a sequestrum of almost 
half of the right superior maxilla, including the 
alveolar process as far forward as the canine fossa, 
the entire palatine process, and a portion of the 
body. The line of division between the healthy 
and necrosed bone extended upward from between 
the bicuspids along the canine fossa and then back- 
ward to include a portion of the malar process. The 
Wassermann test was negative, but the Widal test 
was positive. 

Under local anesthesia the sequestrum was 
removed along the lines of cleavage. The operation 
left an opening into the antrum through which 
liquids were regurgitated into the nose. When the 
wound was healed, the opening into the antrum 
was closed by a denture. 

WiturAM J. Pickett, M.D. 


Payr, E.: Plastic Reconstruction of All Four Eye- 
lids (Plastischer Ersatz aller vier Augenlider). 52 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1928. 


Payr distinguishes four types of plastics: (1) the 
plastic with the use of adjoining tissues, (2) the 
Italian method, (3) the use of pedicled flaps; and 
(4) skin transplantation. 

He reports the case of a patient thirty-two years 
of age who sustained third-degree burns of the face 
and head from the explosion of gasoline in an auto- 
mobile accident. All four eyelids and the nose and 
ear were involved in the injury. Restoration of the 
lids could not be attempted until several months 
later, after the neighboring tissues had healed as 
well as possible. Because of the marked scar-tissue 
formation, neither a plastic with the use of adjoining 
tissues nor skin transplantation could be con- 
sidered. Payr therefore used the Italian method, 
forming the right lower lid from tissue of the right 
upper arm, the left lower lid and the bridge of the 
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nose from tissue of the left upper arm, the right 
upper lid of skin from the dorsal surface of the left 
hand, and the left upper lid from a pedicled flap 
from adjoining tissues. 

Payr emphasizes the suitability of the skin of the 
back of the hand for plastics of this kind. He per- 
forms the Italian plastic under local anesthesia. 
In the fixation of the arm in the necessarily very 
uncomfortable position rigid dressings are avoided, 
dependence being placed on adhesive plaster dress- 
ings which leave the joint free. Payr has found 
cellopan very satisfactory as a support for dressings 
and uses it also in Thiersch grafting. To alleviate 
the discomfort caused by the posture he prescribes 
arcanol and cibalgine. 

In the discussion of this report, MUELLER in- 
quired whether, in the case reported, the cartilage 
had been preserved, and Payr replied in the affirma- 
tive. 

MEYER reported the results obtained in a case of 
gunshot wound and a case of burn. In the first 
case he was able to reconstruct the face by rotation 
of the cheek, a bone plastic, and the use of a pros- 
thesis. In the second case he formed the lower lid 
from a Krause flap and restored the missing eye- 
brows by two Lexer flaps taken from the scalp. The 
upper lid was reconstructed from the adjoining 
tissues. 

JosEpH reported a case in which reconstruction of 
the roof of the orbit was necessary. He stated that 
he also avoids the use of general anesthesia in 
Italian plastic operations. The dressings are held 
in place in his cases by a starch bandage which 
leaves the joint free. In forming the flaps, Joseph 
avoids the peripheral pedicle. 

Koenic remarked that in restoration of the eye- 
lids free transplants have given him good results. 
For the replacement of cartilage he uses skin and 
cartilage from the ear. To avoid differences in 
color between the surrounding skin and the graft 
he employs radiation with the quartz lamp. 

STETTINER (Z). 


EYE 


Redway, L. D.: Photomicrography of the Living 
Eye. Am. J. Ophth., 1928, xi, 3 s. 357. 

With the usual lenses, photography of the eye is 
very difficult because it requires either a long 
exposure or an intensely brilliant light. Even when 
these requirements are met, the resulting picture is 
deficient in sharpness of detail, color values, size, 
and detail. 

The photomicrograph is important because it 
shows structures in sufficient detail to be in- 
formative. 

Good eye pictures may be obtained only from 
the original negative. From the standpoint of 
economy and value, the halftone process is the 
procedure of choice. The quality of the printing 
paper is also of great importance. 

Leste L. McCoy, M.D. 
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Rodin, F. H.: Metastatic Ophthalmia: Subacut 
Endocarditis Complicated by Metastatic Oph- 
thalmia and Meningitis. The Distribution of 
Gentian Violet Solution Six and One-Half 
Hours After Its Injection into the Cisterna 
Magna. Report of a Case. Arch. Surg., 1928, 
Xvi, 1000. 


The case of metastatic ophthalmia reported was 
that of a man who had been struck in the right eye 
with an iron pipe five years previously and subse- 
quently had had a foreign body removed from the 
cornea. Streptococci were found in the blood and 
spinal fluid. Symptoms of meningitis developed 
and the patient died. At autopsy, the eye was 
found filled with pus. Gentian violet which had 
been injected into the cisterna magna six hours 
before death had stained the base of the brain. 
The examination revealed also a subqcute endo- 
carditis which had not been diagnosed during life. 

Vircit Wescott, M.D. 


Cohen, M.: A Case of Chloroma with Ocular 
Lesions. Arch. Ophth., 1928, lvii, 238. 


Involvement of the orbital and lid structures by 
chloroma is rare. It causes bilateral lid swelling and 
exophthalmos, and is associated with anemia and 
the blood picture which is typical of myelogenous 
leukemia. 

Chloroma is considered to be a form of mye- 
logenous leukemia and not of lymphatic origin. It 
is thought to be a disease of the blood-forming 
structures rather than of the circulating blood. The 
blood-forming organs are stimulated by an increased 
number of lymphocytes produced by an unknown 
toxin. 

Leukemia is of two types—the myelogenous and 
the lymphatic. In myelogenous leukemia there is 
enlargement of the spleen and the blood smears 
show many myeloblasts and myelocytes and their 
derivatives. 

The ocular lesions of the two types cannot be 
differentiated ophthalmoscopically. They are char- 
acterized by small or large, few or numerous, 
preretinal or intraretinal hemorrhages and central 
glistening white dots. The retinal veins are dilated . 
while the arteries are normal. (Edema of the retina 
and disk causing papillitis or choked disk is a fre- 
quent finding. The fundus is of an orange or 
yellowish color. Papillitis is a toxic and terminal 
manifestation. 

When, in leukawmia, the upper lids or the orbits 
are infiltrated by nodules, the condition is probably 
chloroma; lymphocytic infiltrations rarely involve 
these structures. 

Chloroma has a malignant tendency. It occurs as 
a rule in children and young adults. Trauma has 
been reported as a factor. The prognosis is grave as 
death usually results within a few weeks or months 
after the condition is recognized. The only treat- 
ment is symptomatic. 

The author reports a case in detail. 

Leste L. McCoy, M.D. 
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McCurry, L. A.: An Examination of the Fields of 
Vision in the Last Weeks of Pregnancy. Brit. J. 
Ophth., 1928, xii, 177. 

The many investigations of the visual fields 
during pregnancy which have been made in the 
last twenty-five years show a great discrepancy in 
their results. It is generally admitted that the 
pituitary gland enlarges during pregnancy and may 
never return to its former state. The amount of 
bitemporal contraction depends upon the amount 
of hypertrophy of the pituitary gland, the com- 
pression of the chiasma, and the anatomical pe- 
culiarities of the chiasm, sella, and diaphragma 
selle. The contraction has been attributed to 
dynamic or vasomotor disturbances similar to 
those of hysteria. 

The author examined the fields of seventy preg- 
nant women, the youngest of whom was seventeen 
years of age and the oldest forty-three. Only three 
showed bitemporal contraction, and in these three 
the degree of the contraction was very slight and 
there were other disturbances not due to pregnancy. 

Vircit Wescott, M.D. 


Morsman, L. W.: Velonoskiascopy. Am. J. Ophth., 
1928, Xi, 3 S. 433- 

“‘Velonoskiascopy,” the name given a new test 
for astigmatism devised by Trantas, means ‘‘view- 
ing the needle shadow.” Trantas, who is himself 
astigmatic, discovered that when he held a thin 
linear object before his uncorrected eye and looked 
at a chalk line on a blackboard, the object seemed 
to throw a shadow on the chalk line. He gives the 
following rules for his technique 

1. Refract the patient first as in the regular 
procedure. 

2. Test the eye separately as in refraction. 

3. Place the trial cross in the refraction frame 
(never a stationary frame such as the phoropto- 
meter) with the arms of the cross in the principal 
meridians found during retinoscopy and other 
procedures. 

4. Explain to the patient just what is he to look 
for and how to find it. As we are accustomed to 
focus vertical lines, tell the patient to find the 
vertical interval first and then, by moving the head 
slightly up and down, bring both into view. 

5. Now add cylinders until the intervals are 
equal. The best technique consists in adding a 
minus cylinder with its axis on the broadest interval. 

6. When the astigmatism is corrected, gradually 
reduce the amount of fogging sphere until the 
intervals due to diffusion circles disappear, and 
note if they remain equal to the last. The cylinder 
now in the frame represents the patient’s astig- 
matism with its axis. 

7. Lastly remember that this is a subjective 
test and its value depends upon the patient. 

Errors may frequently be corrected by this pro- 
cedure to 0.12 diopter. In the cases of less intelli- 
gent patients the test is doubtful and often worth- 
less. In certain cases in which the findings of 


retinoscopy are doubtful but vision is normal it 
may prove to be the best method of finding the 
astigmatic error. Lesttz L. McCoy, M.D. 


Rodin, F. H., and Swett, W. F.: Tendon Trans- 
plantation for Paralysis of the External Rec- 
tus. Am. J. Ophth., 1928, xi, 3 s. 360. 


Rodin and Swett report a case of convergent 
squint due to paralysis of the external rectus follow- 
ing an injury. The patient was a man sixty-one 
years of age. Operation was done for cosmetic 
reasons. The first stage consisted in transplanta- 
tion of the lateral halves of the vertical recti muscles 
to the insertion of the external rectus. This gave 
partial correction. Nine weeks later a tenotomy of 
the internal rectus was done. This completed the 
correction and enabled the patient to abduct the 
eye to the extreme lateral position. 

Leste L. McCoy, M.D. 


Knapp, A.: Glaucoma in Generalized Vascular 
Neevus of the Skin—Report of a Case with 
Angiomatous Changes in the Iris. Arch. Ophth., 
1928, lvii, 219. 

The case reported by Knapp was that of a boy 
with marked nasal obstruction; enlargement of the 
left tonsil; numerous nzvi on the face, arms, trunk, 
gums, and hard palate; slight emphysema of the 
lungs; and a marked secondary anemia. 

The findings with regard to vision were: right, 
—6.5 D., 20/100; left, —5.50, 20/100. The iris wasa 
grayish blue and showed superficial atrophy, numer- 
ous scattered grayish nodules, a network of super- 
ficial branching white lines, and dilated vessels. The 
nodules did not change after a tuberculin test nor 
over a period of eight months. There was concentric 
contraction of the fields to 30 degrees in the right eye 
and to 4o degrees in the left eye. Tension was 50 in 
the right eye and 62 in the left eye, but after the use 
of 0.5 per cent pilocarpine five times daily it was re- 
duced to 42 in the right eye and 46 in the left eye. 

Trephination was done. When the conjunctival 
flap was raised, an unusual plexus of episcleral vessels 
was exposed. No changes were noted in the choroidal 
or retinal vessels. 

Under the microscope, the iris showed thickening 
due to a proliferation of endothelial cells and newly 
formed vessels similar to that in the nzvi of the skin. 
This explained the glaumatous process. 

This case differed from those reported in the litera- 
ture in the absence of discernible changes in the fun- 
dus and the presence of angiomatous changes in the 
iris. Leste L. McCoy, M.D. 


Derby, G. S.: Correction of Ptosis by a Fascia Lata 
Hammock. Am. J. Ophth., 1928, xi, 3 s. 352. 


In the technique described, an incision is made 
through the skin down to the tarsus along the edge 
of the lid just above the lashes, and the upper lip 
of the skin is dissected back far enough to allow the 
hammock of fascia lata to fit under it and to be 
covered. Then, as in the Machek operation, two 
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tunnels are made under the skin to points somewhat 
above the eyebrow and a mosquito clamp is passed 
downward through each tunnel. 

In the next step, one end of a strip of fascia lata 
from 7 to 9 cm. long and 1 cm. wide is placed in each 
clamp, the fascia is drawn up into position, and, 
with a full-curved needle, the fascia on one side is 
sutured with one or more deep stitches of silk or 
catgut to the frontalis as close to the periosteum as 
possible. The fascia-lata hammock is then pulled 
tight and the other end is sutured to the frontalis in 
a similar way. 

At the conclusion of the operation the lid is held 
firmly elevated by the strong fascial band and the 
ptosis is overcorrected. The palpebral fissure is filled 
with White’s ointment and covered with gutta- 
percha tissue and a dressing is worn for a week. 
At the end of that time the stitches are removed. 

It is not necessary to suture the incision in the 
skin along the lid margin. The strip of fascia lies on 
the tarsus and the skin covers it. 

James B. Brown, M.D. 


Greenbaum, S. S.: Syringocystoma of the Eyelids. 
Am. J. Ophth., 1928, xi, 3 Ss. 275. 


Syringocystoma of the eyelids occurs in both 
sexes, but more frequently in the female. It is most 
common in the lower lid and does not disappear 
spontaneously. It is manifested by the formation of 
skin-colored discrete lesions the size of a pinhead 
which are elevated above the skin. These lesions 
consist of tracts of cylindrical epithelium with canals 
running through them or with definite cystic cavi- 
ties. They are to be distinguished from milia, 
xanthelasma, molluscum contagiosum, and _trico- 
epithelioma. Vircit Wescott, M.D. 


Pack, G. T.: Radiation Therapy of Cancers of the 
Orbitopalpebral Region at the Radium Insti- 
tute of the University of Paris. Arch. Ophth., 1928, 
lvii, 246. 

When a patient applies at the Radium Institute 
of the University of Paris for the treatment of a 
tumor, an immediate biopsy is performed to de- 
termine the nature and radium-sensitivity of the 
neoplasm. If the tumor has been treated with 
radium or the X-ray elsewhere, the patient is usually 
not eligible for admission to the clinic. When the 
radiation dosage is too great or insufficient or in- 
correctly timed or spaced, a tumor may develop 
radio-resistance which persists indefinitely. The 
efficacy of radiation treatments diminishes rapidly 
with the number of treatments. An improper first 
treatment may render a neoplasm incurable by 
radiation. The roentgen ray is never successful 
after radium has failed, but recurrences following 
roentgen treatment are sometimes susceptible to 
radium treatment. Therefore it is best for roentgen 
treatment to precede radium treatment. 

Carcinomata of the orbitopalpebral region may 
be classified as follows: (1) those limited to the eye- 
lids, (2) those originating in the eyelids but finally 
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extending into the periorbital region, (3) those 
developing in the skin of the orbital region but not 
invading the eyelids, and (4) those invading the 
orbit of the eye. 

Epitheliomata of the commissures, particularly 
those of the internal commissural region, are of con- 
siderable gravity because of their early tendency to 
spread along the internal and external walls of the 
orbit. 

According to their histological structure, cancers 
of the orbit may be classified as: (1) epidermoid 
epitheliomata, (2) non-epidermoid epitheliomata, 
and (3) intermediate types. 

When the eyeball is normal and in place, complete 
sterilization of the neoplasm can be done without 
serious injury to the eye. When the eye has been 
enucleated and the orbit is involved, X-ray irradia- 
tion is the treatment of choice. 

Radium therapy is followed by radionecrosis of 
the bone of the orbital wall. The cancer disappears 
in three or four weeks. Removal of the osteonecrosis 
is dangerous because the condition is always ac- 
companied by chronic infection. 

In cases of cancer involving the orbit, cicatrization 
without necrosis may sometimes be obtained by the 
use of the X-ray. It is unwise to enucleate before 
roentgen irradiation. 

No changes have been observed in the trans- 
parency of the vitreous, lens, or cornea, and no 
noteworthy modifications in accommodation or 
retinal function after irradiation, but acute con- 
junctivitis is nearly always a sequela of such treat- 
ment. The eyelashes and eyebrows may fall out, 
but will usually grow again. The dose of radiation 
necessary is generally slightly less than the epi- 
dermicidal dose. Radio-epidermitis occurs from 
eight to twelve days after the treatment. There is 
no scar formation or contractural deformity. 

Surgery is indicated when the lesion is very small, 
limited to the skin, and easy to remove totally with 
a good margin of healthy skin, and when primary 
treatment by radiation has failed to cure an operable 
epithelioma. Radium therapy is indicated for large 
ulcerated areas, cases in which roentgen treatment 
has failed, and for epithelioma of the skin. 

In the roentgen treatment of the ordinary 
superficial epitheliomata a kilovoltage of from 100 
to 120 and a filtration of from 3 to 5 mm. of alu- 
minum are generally sufficient. In cases of deeply 
infiltrating lesions, a high voltage and a thicker 
filtration are preferable. The dose should be equally 
distributed and sufficient to cause radio-epidermitis. 
The administration of fractional doses over a long 
period of time is to be condemned. The best plan 


“is to distribute the dosage in several seances over 


several days. In the technique used by the author, 
a sheet of lead 1 mm. thick, the under-surface of 
which is lined with rubber, is molded over the 
lesion and an opening is cut in the plate so that the 
lesion and a marginal area of from 10 to 15 mm. of 
surrounding skin are exposed. The eye is protected 
by a lead plate 2 mm. thick. 
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In radium therapy, the focal distance is obtained 
by the interposition of wax which is transparent to 
the gamma rays of radium. This wax is composed of 
pure beeswax, 100 gm.; paraffin which is fusible at 
62 degrees'C., 100 gm.; and finely sifted sawdust, 20 
gm. It is molded into sheets 1 cm. thick. It softens 
readily in water at a temperature of 48 degrees C., 
and is molded over the tumor until it hardens into a 
permanent moulage. After its removal it can be 
sterilized at 120 degrees C. and used again. It has 
approximately the same absorption coefficient as 
skin. 

The radium is applied for from four to eight days 
in order to destroy the mother cells. It may be 
applied for twelve hours daily. In the treatment of 
small epitheliomata located on the free border of 
the eyelid, this continuous application of radium is 
indispensable. 

In America, the dosage is expressed in terms of 
“milligram hours” or “ millicurie hours,’’ which are 
computed by multiplying the intensity of the radia- 
tion by the duration of the application in hours. 

Leste L. McCoy, M.D. 


Ruiz, R. DeC.: Gangrenous Peridacryocystitis 
(Peridacrocistitis gangrenosa). Med. Ibera, 1928, 
xii, 287. 

On April 24, 1927, a woman twenty-three years 
of age consulted the author because of intense pain 
at the inner angle of the right eye associated with 
marked swelling which had begun on April 19 and 
a dark discoloration which was first noted on April 
23. When the swelling began her physician had 
diagnosed the condition as acute dacryocystitis and 
had prescribed the application of hot fomentations. 
On April 21, the abscess opened spontaneously and 
discharged a large amount of foetid pus, but the 
pain increased and on April 23 a large area of black 
and foetid gangrene appeared. This area extended 
from the inner angle of the eye to the middle of the 
lower eyelid. 

When the patient was admitted to the author’s 
clinic her temperature was 39 degrees C. and the 
gangrene had destroyed the inner angle of the eye 
and the inner half of the lower eyelid. The black 
gangrenous mass was adherent to the underlying 
tissues and had a very foetid odor. There was no 
involvement of the pre-auricular or submaxillary 
glands. 

Under chloroform anesthesia the gangrenous area 
was cauterized, the wound filled with iodoform 
gauze, and an injection of 10 c.cm. of anti-gangrene 
serum was given. After several days of washing 
with hydrogen peroxide, the re-application of iodo- 
form gauze, and further injections of the anti-gan- 
grene serum, the wound began to heal. On May 24, 
a blepharoplasty and temporal tarsorrhaphy were 
done. On November 7, the patient returned com- 
plaining that the internal angle did not entirely 
close when she shut her eye. Perfect closure was 
obtained by a slight plastic reconstruction of the 
inner angle. 


The author has never seen a case like this before 
and has found only three similar cases in the 
literature. Aubrey G. Morcan, M.D. 


Fox, L. W.: Bilateral Cysts of the Cornea. Brit. J. 


Ophth., 1928, xii, 249. 


Cysts of the cornea are rare. Following a bilateral 
advancement operation done by another surgeon, 
Fox noted at the site of anchorage a V-shaped 
separation of the sclera extending into the cornea. 
A cavity had formed and had become filled with 
fluid. In one eye the cavity was opened by the 
introduction of a keratome and the fluid evacuated. 
Prompt recovery of good vision resulted. In the 
eye which was not operated upon, a clearing of the 
opacity was noted, but the improvement in vision 
was less marked. Vircit Wescott, M.D. 


Oast, S. P.: Blue Sclerotics and Brittle Bones: 
Report of Their Occurrence in Mother and 
Child. Arch. Ophth., 1928, \vii, 254. 


The syndrome of blue sclere and brittle bones 
was first described in the early part of the nine- 
teenth century. Since the beginning of the twentieth 
century, numerous articles have been written re- 
porting its familial occurrence. Recently the ob- 
servation has been made that the anomaly is very 
frequently accompanied by progressive deafness 
due to otosclerosis. 

Despite a large amount of careful investigation, 
practically nothirg has been learned regarding the 
etiology. The author accepts the theory ascribing 
the condition to mesodermal inferiority transmitted 
from one generation to another. 

Bolton found nervous, trophic, and vasomotor 
disturbances in a large number of a family of 
seventeen members. The blue sclere he attributes 
to trophic insufficiency. The latter he regards as 
closely related to endocrine function which is 
probably inherited. He rejects the theory that the 
various anomalies are due to abnormality of a 
single layer of blastoderm, as he is inclined to the 
belief that they are related to the vegetative system 
derived from the epiblast and to imbalance of the 
endocrines which are derived from epiblast and 
hypoblast. 

In the ‘Oxford family” of sixty-six persons 
representing five generations, which was studied by 
Stobie, the transmission of: the features from one 
generation to the next through both the male and 
the female was demonstrated. In no instance did 
an unaffected member have an affected descendant. 

Behr describes bulging of the cornea in associa- 
tion with blue sclere. Adams believes that conical 
cornea may be due to a defect in internal secretions. 

Oast reports the cases of a mother and son with 
azure blue sclere. The son is free from other 
stigmata, but the mother exhibits a tendency toward 
brittleness of the bones. Neither the mother nor 
the son shows any indication of deafness. The 
author has been unable to determine in this case any 
familial history of similar anomalies. The son is the 
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only child. The mother is myopic and the child 


hyperopic. Leste L. McCoy, M.D. 
Hobart, C.: Irisdochisis. Am. J. Ophth., 1928, xi, 
3S. 454. 


Hobart reports two cases of iridochisis (coloboma 
of the iris), one typical and the other atypical, with 
no visible coloboma of the choroid, ciliary body, or 
lens. 

Several theories have been advanced as to the 
cause of colobomata, but none has found general 
acceptance. Colobomata may occur at any point 
in the iris. They develop inward in 24 per cent of 
the cases, downward in 21 per cent, outward in 19 
per cent, upward and inward in 13 per cent, and 
upward and outward in 12 per cent. Atypical 
colobomata may involve a quarter or half of the 
iris or may cause merely an indentation of the 
pupillary margin. They usually involve only the 
iris. 

According to Collins, the condition may be pro- 
duced by: (1) adhesion to the cornea of a persistent 
fibrovascular sheath of the lens, which checks the 
growth of the iris inward, (2) abnormal adhesion of 
the pupillary membrane to the lens capsule, which 
hinders the growth of the iris, or (3) delayed separa- 
tion of the lens from the back of the cornea. 

As a rule, colobomata of the iris are associated 
with other abnormalities such as variations in the 
size, form, and curvature of the cornea, lens opac- 
ities, strabismus, and nystagmus. 

Lesute L. McCoy, M.D. 


Thomson, E.: Unilateral Chronic Anterior Uveitis 
in Children. Brit. J. Ophth., 1928, vii, 189. 


The author reports ten cases of unilateral uveitis 
in children observed over a period of several years. 
The outstanding features were: 

1. The unilaterality of the trouble. 

2. Signs of uveal tract disturbance without iritis 
or fundus changes. 

3. Chronicity. Only two of the patients regained 
normal vision and these two had relapses and per- 
sistent vitreous opacities. 

While many of the children have remained under 
observation for several years, the etiology and end- 
result of the condition have not been determined. 

Vircit Wescott, M.D. 


James, R. R.: Warner’s Operation for Cataract. 
Brit. J. Ophth., 1928, xii, 259. 


This is an account of Warner’s operation for 
cataract as described in Chandler’s “Treatise on the 


Diseases of the Eye” published in 1780. With the . 


patient seated before him, the surgeon depressed 
the lower lid while an assistant held the head and 
upper lid. The section was then made downward 
and outward. The capsule was incised and the 
globe pressed upward to allow the cataract to be 
squeezed through the pupil. After the operation, 
cold dressings were applied and changed two or 
three times daily. During the inflammatory stage, 
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fomentations were applied and opiates administered. 
After the operation the patient was kept quiet in 
bed for several days to allow the wound to heal 
and the aqueous to re-form. 

Vircit Wescott, M.D. 


Dobson, M. A.: Examination of the Fundus Oculi 
by Light of a Limited Spectral Range. Am. J. 
Ophth., 1928, xi, 3 s. 431. 

The instrument used by the author to examine 
the fundus of the eye consists of two optical sys- 
tems, one for illumination and one for viewing the 
fundus. To the latter a camera is attached. The 
source of light is a carbon arc lamp. Between the 
light and its reflection there is a filter consisting of 
a solution of aniline green naphthol B in glycerine 
in a glass cell with optically perfect flat surfaces. 
The spectrum produced shows a broad green band, 
a narrow yellow band, and a haze of blue-violet. 
Red rays are entirely absent. 

The ocular fundus seen by this light shows a light 
pea-green retina and nearly black retinal vessels 
with a marked white central streak which is espe- 
cially pronounced in the arteries. The choroid is 
invisible. The nerve fibers radiating from the 
disk are glistening white. The arcuate fibers are 
the most distinct. Exudations are remarkably white 
and flocculent. Connective tissue appears still 
whiter. When a copper sulphate screen is used the 
yellowish fovea becomes almost orange. 

Lesiie L. McCoy, M.D. 


Bedell, A. J.: The Photographic History of a 
Traumatic Retinochoroiditis. Arch. Ophth., 
1928, lvii, 262. 

Bedell reports a case of traumatic retinochoroiditis 
in a boy fifteen years of age and includes in his article 
a series of photographs of the fundus showing the 
progressive alterations in the retinal pigment after 
the injury. This is the first pictorial study to be 
made of the condition. Such a study is of advantage 
because the cooperation of the patient can be ob- 
tained more easily when he can follow the course of 
his disease by looking at the photographs and be- 
cause the photographs are of great medicolegal im- 
portance and of value as a record of the migration, 
type, and arrangement of the pigment masses. 

LEsLtE L. McCoy, M.D. 


EAR 


Alexander, G.: New Histopathological Findings in 
the Ear in Lues and Their Importance in the 
General Pathology of the Ear. Laryngoscope, 
1928, xxxviii, 295. 

Otosclerosis is characterized by changes in the 
bone of the inner ear capsule and the absorption of 
old bone with the formation of reticulated bony 
tissue and large blood vessels. In Paget’s disease 
there is an ectasia of the pars inferior of the inner 
ear. In cretinism, examination reveals fat in dif- 
ferent regions of the middle ear, fat bone marrow, 
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and atrophy of the nerve apparatus. In cases of 
brain tumor, the changes of choked labyrinth are 
found. In lues, the changes are similar in many 
ways to those occurring in the inner ear in other 
diseases. The fat content is as high as in cretinism 
and there is atrophy of Corti’s organ and the nerve- 
ganglion apparatus such as occurs in otosclerosis, 
ectasia of the pars inferior such as occurs in Paget’s 
disease, and complete or incomplete closure of the 
cochlear aqueduct such as is associated with choked 
labyrinth in cases of brain tumor. 

The presence of endarteritis and of gumma-like 
changes in otosclerosis lends weight to the theory 
that otosclerosis is caused by lues. The author 
has therefore decided that in the future he will use 
anti-syphilis treatment and the malaria treatment 
of Wagner in cases of otosclerosis. 

In conclusion, he calls attention to the fact that 
extreme deafness may be caused by changes in the 
conduction apparatus alone. 

MAnrorp R. Wattz, M.D. 


Mueller, I.: Some Considerations of Vertigo Based 
on Experience. Proc. Roy. Soc. Med., Lond., 1928, 
XXl, 1369. 

In a discussion of vertigo, certain fundamental 
conceptions of space and time must be considered, 
and terms such as “organ of sense,” “‘tonus,” and 
“coérdination”’ must be correctly defined and con- 
sistently employed. 

Vertigo is the subjective feeling of uneasiness 
caused by the apparent staggering or rotation of 
surrounding objects or of movement of the ground 
and the sensation of falling or instability. There are 
two different forms of vertigo: the vertigo of touch 
and the vertigo of sight. 

The ‘static organ”’ or “‘sixth sense” is the organ 
of equilibrium. Organs of sense are arrangements 
of the body able to receive adequate external and 
internal impulses and transfer them to certain 
nerves. 

The idea of space is the psychological result of 
complex views of the size, form, position, and state 
of motion of the things around us. Depending upon 
the mode of perception, there are two kinds of space: 
the space perceived by touch and the space per- 
ceived by sight. 

“Tonus” denotes a specific permanent tension 
and contractibility of the muscles which exists in 
normal cases independently of voluntary innerva- 
tion. ‘Codrdination”’ is the result of a harmonious 
coéperation of groups of muscles. 

The ear is an anatomical, physiological, and 
psychological unit functioning simultaneously and 
constituting an effective mechanism for the pro- 
tection of the body. 

The author has discovered that vertigo, tinnitus, 
headache, and deafness can be influenced by means 
of electromagnetic tuning forks in different keys. 
The acoustic as well as the motor or static function 
can be stimulated or tranquilized by sound. 

W. M. Paton, M.D. 


Connor, C. E.: Otitic Thrombophlebitis. Minne- 
sota Med., 1928, xi, 313. 

Otitic thrombophlebitis is usually caused by the 
hemolytic streptococcus. Three factors are involved 
in thrombophlebitis—phlebitis, thrombosis, and 
septicemia. Infection may reach the interior of the 
sinus from the mastoid cells, or the thrombo- 
phlebitis may originate in small tributaries of the 
sigmoid. 

With regard to the treatment, the relative merits 
of ligation and excision are still under discussion. 
The author is of the opinion that in early cases in 
which there is no contamination of the blood stream 
or disintegration of the thrombus, ligation is indi- 
cated. When the vein below the common facial has 
become frankly involved, excision should be per- 
formed. Ligation should be done only when the 
ligature can be placed about an apparently healthy 
vein above the common facial. Except in the cases 
of patients who are extremely septic, it makes little 
difference whether the jugular ligation or the sinus 
is attended to first. In severe septic cases, primary 
jugular ligation is indicated. 

The author reports and discusses four illustrative 
cases. W. M. Parton, M.D. 


Atkins, R. T.: Suppuration of the Petrous Pyramid; 
Rupture of an Extradural Abscess Over the 
Apex; Suppurative Cerebral Leptomeningitis; 
Death; Autopsy. Laryngoscope, 1928, xxxviii, 404. 

Pratt, E. L.: Report of a Case of Suppurative 
Osteitis of the Petrous Pyramid. Laryngoscope, 
1923, XXXVili, 409. 

Bowers, W. C.: Two Cases of Petrous Bone Abscess 
Drainage; Recovery. Laryngoscope, 1928, xxxviii, 
412. 

ATKINS reports a case of suppuration of the pet- 
rous pyramid which began as acute otitis media 
of the left ear. Eleven days later, tenderness in the 
mastoid region and a marked oedematous swelling 
in front of the ear developed. A simple mastoidec- 
tomy was done and free pus found in the tip and 
supraspinous region. Ten days later pain developed 
in the left eye, the left side of the face, and the teeth. 
This was followed by sixth nerve paralysis. The 
jugular vein was then ligated and the lateral sinus 
opened, but no clot was found. As meningitis 
seemed to be developing, an exploratory operation 
was done. No pus was found in either the middle or 
the posterior fossa. At autopsy the anatomical 
diagnosis was osteomyelitis of the petrous bone, 
extradural abscess, suppurative cerebral leptomenin- 
gitis, and thrombophlebitis of the inferior petrosal 
sinus. 

PRaTT reports a case of suppurative osteitis of the 
petrous pyramid without definite otological symp- 
toms or physical signs prior to the time that a diag- 
nosis of meningitis was made. The patient was a 
young child who had had periodic attacks of pain 
in the right ear for a month and a discharge from 
that ear for five days. There was no tenderness in 
the mastoid region. Toward the end of the month, 
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meningitis developed and as the ear seemed to be 
the portal of entry for the infection a mastoidectomy 
was done. No pus or dural abscess was found. Later, 
as the patient continued to be stuporous, a second 
operation was performed, but no pathological lesion 
was found in the dura of the middle fossa, the sig- 
moid sinus, or the contiguous dura. A few hours 
before death a left external strabismus and a spon- 
taneous nystagmus in both eyes were noted. The 
anatomical diagnosis at autopsy was acute general- 
ized cerebrospinal meningitis and necrosis of the 
petrous portion of the right temporal bone on its 
anteroposterior aspect. 

Bowers reports two cases of petrous bone abscess 
with recovery. In the first case a bilateral myrin- 
gotomy was promptly done and pneumococcus 
Group 3 was found. Nineteen days later facial 
paralysis developed on the right side. Because of 
the type of the organism found and the paralysis, 
mastoidectomy was done. Later, meningism and 
acute suppurative labyrinthitis developed. A radical 
mastoid operation was then done and an abscess 
found in the petrous bone was drained. Pneumo- 
coccus Group 3 was recovered. Convalescence in 
both cases was uneventful. 

Georce R. McAutrrr, M.D. 


Taylor, H. K.: The Roentgenogram in Mastoid 
Disease. Am. J. Roentgenol., 1928, xix, 522. 


The author states that the roentgenogram has an 
established place in otological diagnosis. It fur- 
nishes information relative to the anatomy of the 
mastoid and shows variations from the accepted 
normal. As both mastoids of the same subject are 
usually similar in size and structure, one side may 
be compared with the other. The size and location 
of the cells as well as the degree of pneumatization 
as revealed in the roentgenogram may be of great 
value to the clinician. The author gives a detailed 
description of the anatomical landmarks revealed 
by roentgen examination. 

Pathological changes in the mastoid manifest 
themselves by variations in density, the absorption 
of the bony trabecule, and erosions of the tegmen 
and sinus wall. Slight variations in density do not 
necessarily indicate mastoid involvement as they may 
be produced by oedema or other conditions of the 
soft tissues adjacent to the mastoid. When marked 
clouding of the mastoid process is noted, the presence 
of an exudate and granulations within the cells is 
indicated. Extreme clouding usually means new bone 
formation or sclerosis. Changes in density may be 
localized or general. Thinning, absorption, and 


destruction of the intercellular septa are due to a _ 


pathological process within the mastoid bone. When 
the process has extended beyond the cells it may 
produce a solution of continuity in the sinus wall or 
changes in density in the region of the tegmen. 

The author gives special consideration to condi- 
tions producing a non-destructive mastoiditis char- 
acterized by a slight increase of density. He describes 
in detail also the changes caused by a destructive 


process and those occurring in chronic otitic infec- 
tions with sclerosis. He states that cholesteatomata 
are manifested by destructive and productive 
changes indicated by dense linear shadows surround- 
ing radiolucent shadows. 

The article is supplemented by roentgenograms of 
the various conditions discussed. 

Apotpu Hartunec, M.D. 


White, L. E.: A Study of Radical Mastoids. Ann. 
Otol., Rhinol. & Laryngol., 1928, xxxvii, 419. 


The author studied fifty-four cases in which the 
radical mastoid operation was done at the Massa- 
chusetts Eye and Ear Infirmary. In one-third of 
the cases a previous mastoid operation had been 
performed, and in about half of them a tonsil and 
adenoid operation had been done. The fundi and 
visual fields were generally negative. In the opera- 
tions only the Koerner flap was used and as a rule 
primary skin grafts were employed. 

There were several severe postoperative com- 
plications. In one case traumatic facial paralysis 
developed but cleared up after nine months. Two 
of the operations were failures. 

The importance of a close follow-up after radical 
operation on the mastoid is brought out by the fact 
that the poor results were attributed to neglect of 
the ear on the part of the patient and were cor- 
rected by proper treatment. 

Manrorp R, Wattz, M.D. 


NOSE AND SINUSES 


Harris, R.: Osteoma of the Frontal Sinus—Report 
of Two Cases. Laryngoscope, 1928, xxxviii, 331. 


To 117 cases of osteoma of the frontal sinus which 
have been reported in the literature the author 
adds 2 of his own. The condition has been 
attributed to syphilis, trauma, tuberculosis, chronic 
inflammation, and cell rests. The tumor may be 
attached in the frontal or ethmoid sinus, at the 
juncture between them, or to the septum fron- 
talis. Its growth is slow but may be hastened by 
trauma. 

The diagnosis is based principally on the X-ray 
findings. The symptoms are an external deformity, 
headaches, a discharge, and vertigo. In both of the 
author’s cases, sinusitis was present, and in 1 
case it was associated with large polyps which had 
invaded the cranial cavity and dura. 

MAnrorp R. WaAttz, M.D. 


Simpson, W. L., and Harris, R.: Gross and Micro- 
scopic Pathology in Twenty-Three Consecutive 
External Frontal Ethmosphenoid Operations. 
Ann. Otol., Rhinol. & Laryngol., 1928, xxxvii, 452. 


In twenty-three consecutive external frontal 
ethmosphenoid operations the authors found a cyst 
in two cases, an osteoma in one case, a polypoid 
growth in twelve cases, bony necrosis to the point of 
perforation in three cases, periostitis in twenty 
cases, a granuloma in one case, and absence of a 
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partition between the two frontal sinuses in one 
case. The article includes case reports. 
GeorceE R. McAuttrr, M.D. 


MOUTH 


Falisi, J. V.: Primary Sarcoma of the Lower Lip. 
J. Am. M. Ass., 1928, xc, 2015. 

Falisi briefly reviews fourteen neoplasms recorded 
in the literature as primary sarcoma of the lip and 
reports in detail a case of his own. He states that 
only eight of the cases reported in the literature can 
be accepted as in two the diagnosis of the nature of 
the lesion was doubtful, in two it was erroneous, and 
in three the lesion was not primary in the lip. 

Carcinoma and sarcoma of the lip may be confused. 
Both lesions may show a high grade of malignancy. 
Microscopic study of the primary lesion alone may 
lead to an erroneous conclusion. In the author’s 
case, a study of numerous sections failed to reveal 
any connection between the new growth and the 
epithelium. W. M. Parton, M.D. 


Birkett, G. E.: Radium Treatment in Carcinoma 
of the Mouth and Tongue. Lancet, 1928, ccxiv, 
953- 

When Birkett first went to the Radium Institute 
at Manchester, England, 50 per cent of the patients 
with carcinoma of the mouth who were referred for 
treatment with radium were in the last stages of 
the disease, many of them with involvement of half 
of the buccal cavity and absolute fixation of the 
tongue. 

In studying the records of the previous ten years, 
Birkett noted that 51 of a total of 812 patients were 
well for periods ranging from one to nine years. A 
significant fact was that in 80 per cent of the cases 
of apparent cure the method employed was the 
burying of small, unscreened emanation tubes or 
seeds in the primary growth. These tubes are 
active for fourteen days. Therefore a comparatively 
small dose was given per unit of application and 
continued over a long period of time. 

Regaud obtained brilliant results in carcinoma 
of the tongue by applying the principle of pro- 
longed irradiation with buried tube technique and 
avoided the disadvantages of sloughing and necrosis 
by heavy filtration—o.5 mm. of platinum—which 
gave an almost pure gamma type of irradiation. 

As the advantages of emanation lie entirely in 
the lower cost of the treatment and the dose of 
emanation cannot be measured as accurately as 
the dosage of a tube with radium elements sealed 
within it, Birkett developed a technique for the 
use of various radium elements. The number of 
tubes used depends upon the size and extent of the 
lesion and more upon clinical experience than any 
set rule. When an examination is made under 
general anesthesia the lesion is usually found to be 
more extensive than was at first apparent. Regaud 
says that failures in the treatment are due mainly 
to failure to recognize the extent of the lesion. In 


the author’s cases, the tubes are implanted in the 
growing edge of the tumor as far as possible, and 
when the lesion is very large they are buried also 
in the tumor itself. 

An examination of the lymphatic glands of the 
neck is made at monthly intervals. If glandular 
enlargement occurs, a block dissection combined 
with the implantation of radium is done. The 
block dissection is very thorough, including the 
removal of the internal jugular vein and the sterno- 
mastoid muscles. On its completion, from eight to 
twelve tubes containing about 6 mc. of radium 
emanation and screened by o.8 mm. of platinum are 
implanted in the wound, the most concentrated 
irradiation being directed to the deep areas below 
the parotid or the angle of the jaw, whichever gland- 
bearing area is most likely to be affected. 

Birkett favors removal of the local lesion of the 
mouth before the attack is made upon the gland as 
he believes it best to get rid of this source of sepsis 
and malignant emboli first. In this opinion he 
differs from French surgeons. 

Ninety-seven per cent of the author’s patients 
with carcinoma of the mouth are men. Birkett em- 
phasizes that the persistence of any form of ulcera- 
tion in the mouth for more than a week or two 
in a person over thirty years of age should arouse a 
strong suspicion of malignancy. He does not 
approve of biopsy. 

Carcinoma of the mouth and tongue is generally a 
squamous epithelioma which is well differentiated. 
However, some of the author’s best results were 
obtained in cases in which the microscopic slide 
showed the highly cellular, undifferentiated type of 
growth with no cell nests or epithelial pearls. 

Birkett divides his cases into 3 groups as follows: 
(1) 14 cases with involvement of the tip and anterior 
third of the tongue, (2) 52 cases of carcinoma arising 
at the base of the tonsil, tending to involve the 
middle third of the tongue, and spreading to the 
tonsil, the fauces, and the floor of the mouth, and 
(3) 10 cases in which the lesion involved the base of 
the tongue. 

The reaction to radium implantation when from 
0.4 to o.5 mm. of platinum is used is hardly noticed 
by the patient. By about the fourteenth day the 
treatment zone becomes coated with a deposit of 
adherent exudative membrane. In from four to six 
weeks this membrane disappears and the indurated 
zone becomes softer. However, three months are 
required before it is as supple and soft as the healthy 
tissues. Occasionally, tissue necrosis occurs with 
severe pain and the formation of a depressed ulcer. 
This is probably the result of faulty distribution of 
the tubes. 

In a follow-up of patients treated a year and a 
half ago the author found that there is a definite 
relationship between the length of time the radium 
tubes remain buried and the clinical result. Of the 
patients who were given continuous treatment for 
seven days or longer, 41 per cent are well, whereas 
of those treated for less than seven days, only 23 
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per cent have remained well. Of 80 patients treated 
during 1926, 27.5 per cent are still free from local or 
metastatic evidence of the disease. In some of 
these patients the condition was hopeless from the 
operative standpoint. 

In the author’s opinion, needles from 2.5 to 3 
cm. long would give better results in advanced 
cases. In the treatment of the radiosensitive type of 
cancer occurring at the base of the tongue, Birkett 
intends hereafter to give prolonged external 
irradiation. Harry C. Sattzstein, M.D. 


NECK 


Cassidy, M., and Page, C. M.: A Case of Carotid 

ody Tumor with Syncopal Attacks, After 

Operation. Proc. Roy. Soc. Med., Lond., 1928, xxi, 
1414. 

The patient whose case is reported had six 
syncopal attacks in four years and during the last 
year noticed a lump on the left side of his neck. 
Pressure on this lump produced bradycardia and 
syncope. At operation, the tumor was removed 
with the enclosed common carotid and its branches. 
The vagus nerve was left intact. Thereafter no 
further syncopal attacks occurred. 

Microscopic examination of the tumor showed it 
to be of the hypernephroma type. The invasion 
of the capsule and the growth of the cells in the 
lymph vessels denoted malignancy. 

In 100 cases of carotid-body tumor reported in the 
literature there were only 3 with syncopal attacks. 

ManuEt E. LicuTEnsTeEIN, M.D. 


Yoakam, W. A.: The Thyroid Gland in Pregnancy: 
A Clinical Study in a Region of Endemic 
Goiter. Am. J. Obst. & Gynec., 1928, xv, 617. 


In a series of 937 consecutive cases of pregnancy, 
Yoakam found the incidence of goiter to be 60 
per cent, which agrees closely with the goiter in- 
cidence in the general population of the state of 
Michigan. When iodine is not administered to the 
mothers during pregnancy, the incidence of con- 
genital goiter in the newborn is also 60 per cent. 
The author believes that endemic goiter may have 
its origin in intra-uterine life. 

As a prophylactic measure, 4 gr. of sodium iodide 
were administered to a group of pregnant women 
daily for a period of twelve days and later iodine 
salt was used in the diet to the amount of 10 mgm. 
per week. Before the iodine salt was added to the 
diet, the incidence of goiter in the newborn was 
reduced by the sodium iodide to 35 per cent. After 
the use of iodine salt in the diet, it was reduced to 
4 per cent. Prophylactic treatment should be 
started during the first half of pregnancy; during 
the last trimester, it is of little or no value. 

In conclusion the author states that in hyper- 
thyroidism complicating pregnancy, conservative 
treatment should be tried first, and if it fails, thy- 
roidectomy may be done instead of therapeutic 
abortion. E. L. Cornett, M.D. 


“developed gland. 
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Sweet, P. W.: Goiter in a Newborn Infant. WNorth- 
west Med., 1928, xxvii, 183. 

The author reports a case of goiter in a newborn 
infant which at the time of delivery was about one- 
third the size of the infant’s head. The mother also 
had a goiter which had been present since the birth 
of her first child eight years previously. Shortly 
after delivery the mother was given iodized calcium 
lactate. The infant was breast fed. By the end of 
nine weeks the enlargement had disappeared from 
the necks of both the mother and the child. 


Maclean, N. J.: Intrathoracic Goiter. 
Med., 1928, xi, 286. 

Intrathoracic goiter is frequently overlooked even 
at thyroidectomy. Its presence should be suspected 
when a goitrous patient has dyspnoea, when there are 
dilated veins on the upper part of the chest, when the 
larynx and trachea do not move freely on swallow- 
ing, and when the finger cannot be placed between 
the goiter and the sternum. The diagnosis can be 
confirmed with the roentgen ray. Roentgenograms 
should be taken for intrathoracic goiter in goitrous 
patients when the dyspnecea is disproportionate to the 
cardiac involvement, when tugging can be felt at 
either pole of the gland in the act of swallowing, 
when the basal metabolism is increased in the ab- 
sence of a visible goiter, when there is a persistent 
cough in the absence of other causes in the throat or 
chest, and when a thyroid adenoma is associated 
with asthma or angina pectoris. 

Intrathoracic goiters frequently become malignant 
or toxic. Therefore the diagnosis is a sufficient in- 
dication for operation. The anesthetic of choice is 
nitrous oxide and oxygen. The low collar incision 
is used. The intrathoracic goiter is usually attached 
by a pedicle to the isthmus or one of the lower 
lobes. The operative procedure is that of the usual 
thyroidectomy. The portion to which the pedicle 
adheres is resected. Attachments are caught before 
removal of the thoracic tumor. The usual small 
drain is used. If the tumor is large and cystic, the 
cyst can be tapped; if the tumor is solid, it can be 
removed by morcellement. Transsternal medi- 
astinotomy is very rarely necessary. 

F. S. Movern, M.D. 


Minnesota 


Hertzler, A. E.: Mixed Tumors of the Thyroid 
Gland (Fetal Adenomata). Arch. Surg., 1928, 
xvi, 1187. 

Hertzler states that mixed tumors of the thyroid 
gland are those ovoid growths which are found 
within the normal or goitrous thyroid gland, the 
structure of which resembles that of the under- 
Their chief gross characteristics 
are their uniform ovoid shape, their division into 
renculus-like pyramids often with central zones of 
fibrous tissue, and their definite encapsulation. 

The source of these tumors is not known. Clini- 
cally they are seen most commonly in young persons, 
and are then no larger than hazel nuts. They are 
nearly always solitary and commonly are the only 
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thyroid lesion. Their encapsulation separates them 
from the surrounding tissues and causes them to be 
freely movable. 

The author describes the pathological anatomy 
and histology of these tumors. He believes it is im- 
portant to emphasize that the neoplasms are not 
influenced by medication. Ultimately their removal 
will be necessary. The objection to their removal 
in young persons is that a true goiter may develop 
later which will be looked upon by the patient as a 
recurrence. Patients in the first half of life may be 
assured that when these tumors become toxic the 
toxicity is not extreme and that eye signs are never 
produced. In the cases of patients of middle age the 
danger of late heart degeneration and particularly 
of the development of malignancy is ever present 
and removal of the tumor is to be urgently recom- 
mended. Moreover, when these tumors attain con- 
siderable size and undergo secondary degeneration, 
hemorrhage occurs into them and in some cases the 
sudden augmentation in the size of the tumor may 
quickly cause suffocation. The author draws the 
following conclusions: 

1. Mixed tumors are true tumors of the thyroid 
gland. 

2. They are comprised of acini more or less char- 
acteristic of the immature thyroid tissue. 

3. The fibrous tissue is prone to undergo a char- 
acteristic keloid-like proliferation and mucoid de- 
generation. 

4. The acini may develop colloid and later un- 
dergo the changes of an old colloid goiter, leading 
to toxicity. The toxicity never reaches the degree 
of a true exophthalmic goiter. 


5. The tumors may menace life by hemorrhage 
into their substance. 
6. They may undergo active acinal prolifera- 
tion leading to malignancy. 
Emi C. RositsHek, M.D. 


Strandberg, O.: Heliotherapy and Artificial Light: 
Treatment of Tuberculosis, Particularly of 
the Larynx. J. Am. M. Ass., 1928, xc, 1595. 


The sun is unquestionably the best source of 
light for the treatment of tuberculosis, but as sun- 
light is not always available some substitute for it 
must be used. In the author’s opinion, the best 
substitute is the carbon arc light. 

The treatment of laryngeal tuberculosis with light 
is begun by irradiating the entire body for from 
twenty-five to thirty minutes. The irradiation is 
then repeated every other day with increasing 
exposures until it lasts for two and a half hours. 
The treatment is continued for from six to sixteen 
months. Improvement is more rapid when local 
treatment is given in addition. The contra-indi- 
cations to light baths are severe forms of heart dis- 
ease, arteriosclerosis, and nephritis not of tuber- 
culous origin. 

In 435 cases of rhinolaryngeal lupus vulgaris, 
treatment with light resulted in a cure in 86.6 per 
cent. In 41 cases of aural tuberculosis only 9 ears 
failed to become dry. Of 60 cases treated in co- 
operation with a specialist on pulmonary tuber- 
culosis, only 7 showed propagation of the condition. 
Of 203 cases of laryngeal tuberculosis, 113 were 
cured; in the remaining 76 the treatment was con- 
tinued. GeorcE R. McAuttrr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Demmer, F.: The Treatment of Brain Wounds by 
Tamponade and Lumbar Puncture and the 
End-Results After Ten Years (Zur Behandlung 
der Hirnwunden mit Tampon und Lumbalpunktion 
und ihre zehnjaehrigen Fernresultate). 52 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1928. 


This article is based on cases of brain wounds 
treated by the author during the war. 

In the year 1917-1918 he treated sixty-seven 
brain wounds. Five were primarily inoperable. Of 
the sixty-two patients subjected to operation, 
thirty-two were cured. Of the twenty-two surgically 
treated patients who were traced, nineteen had 
remained cured, three had died of an extracerebral 
or unknown condition. 

Of seven patients treated for brain wounds in the 
Piave-Trieste sector, five were cured and two died. 
Of the three cured patients who were traced in 
1928, two were found to be well and one had died 
five years after the operation of an unknown cause. 
One of those followed up had had another plastic 
operation for the relief of severe headache. After 
the second operation the headaches ceased and the 
patient was able to resume his work. In four pa- 
tients who had been discharged with paresis, the 
paresis had decreased, whereas in three patients 
who had been discharged with paralysis the paraly- 
sis had persisted. Eleven patients complained of 
headache. Five were living on pensions, three were 
in business, nine were farmers, two were laborers 
and two were unable to work. 

Following this review of end-results, Demmer dis- 
cusses the mode of treatment he adopted after the 
failure of attempts at primary closure of artillery 
wounds. The idea of tamponade came to him when 
he was obliged to leave a tampon in place for twenty- 
one days in a case of hemorrhage. He first performs 
lumbar puncture to allow the brain wound to ex- 
pand for the removal of foreign bodies and then 
introduces a tampon soaked in 10 c.cm. of % per 
cent collargol. In this manner he was able to obtain 
seven cures in sixteen cases. 

In the discussion of this report, KAERGER stated 
that skull wounds treated properly by primary surgi- 
cal measures also have few sequela. Most later 
symptoms in such cases are due to remaining splin- 
ters or foreign bodies. Demmer’s procedure does 
not offer much competition to primary wound clo- 
sure. All gunshot wounds of the skull which are 
treated in the first twelve hours may be closed pri- 
marily after proper cleansing of the wound and the 
removal of foreign bodies since at this stage there 
is no serous exudate and no inflammation. 


NERVOUS SYSTEM 


GULKEE stated that in his opinion lumbar punc- 
ture is associated with the danger of spreading the 
infection. STETTINER (Z). 


Hodgson, J. S.: Combined Ventricular and Lumbar 
Puncture in the Diagnosis of Brain Tumor: 
Further Studies. J. Am. M. Ass., 1928, xc, 1524. 


Hodgson has found that combined ventricular and 
lumbar puncture helps to localize a blockage in 
relation to the tentorium more safely, allows a com- 
parative chemical study of the two fluids, and 
furnishes valuable data regarding the size and 
position of the ventricles. It can be performed 
fairly safely under local anesthesia. As a rule, the 
posterior horn is entered. Hodgson has used this 
procedure in forty-nine cases of verified brain 
lesions, twenty-four of which were subtentorial. 
Blockage was present in two-thirds of the cases of 
subtentorial lesions but was definite in only one of 
those of supratentorial lesions. 

In subtentorial lesions the ventricular protein 
value was normal, while in two-thirds of the cases 
the lumbar protein value was increased. The most 
characteristic increase in the lumbar protein value 
occurred in cases of acoustic neuroma and lesions of 
the cerebellopontine angle. In the cases of supra- 
tentorial lesions the ventricular and lumbar protein 
values tended to be normal except when the lesion 
was close to the ventricular surface, in which case 
the protein value was increased in either the upper 
or the lower locus. ALBERT S. Crawrorb, M.D. 


Ayer, J. B.: Cerebrospinal Fluid (Lumbar) in 
Brain Tumor: An Analysis of Sixty-Seven 
Cases of Tumors and Cysts of the Brain. J. Am. 
M. Ass., 1928, xc, 1521. 


This article reports the pressure, color, protein 
content, cells, and colloidal gold reaction of the 
cerebrospinal fluid in a series of sixty-seven cases of 
verified non-syphilitic brain tumors. 

In forty-two cases the pressure was above 250 
mm. of water (2-mm. bore tube) and in nineteen it 
was low. Spinal fluid pressure is not always a 
reliable index of intracranial pressure. 

In forty-one cases the fluid was clear, but in 
thirteen it was yellow, a large percentage of the 
tumors being acoustic neuromata. Excess protein 


‘was found in forty-nine cases in which the per- 


centage of acoustic neuromata was high. The upper 
limit of the normal was set at 40 mgm. per Loo c.cm. 

Only six cases showed cell counts over 10. In 
three of these the tumor was a glioma, and in one a 
large intraventricular friable pineoloma. The sugar 
content was not significant in any case, and in 
none of the cases could the colloidal gold reaction 
be considered pathognomonic. 
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In conclusion the author states that brain tumor 
should be strongly suspected when the spinal fluid 
pressure is more than 300 mm. of water and con- 
tains twice the normal amount of protein without 
an increase in the cell count and with or without an 
abnormal colloidal gold reading. 

Blockage between the ventricles and spinal sub- 
arachnoid space, which is best shown by a combined 
ventricular-lumbar puncture, is of great significance. 
Xanthochromia is also significant. 

ALBERT S. CRAwrorb, M.D. 


Martin, P.: Roentgen Therapy of Brain Tumors, 
with Special Reference to Astrocytomata. Am. 
J. Roentgenol., 1928, xix, 432. 


Martin reports three cases of astrocystoma in 
which the diagnosis was verified by microscopic 
examination and operation showed the growth to be 
inaccessible. Following the operation, roentgen-ray 
treatments were given. The doses administered were 
small but sufficient to cause temporary improve- 
ment if the growth had been at all radiosensitive. 
No improvement was noted. 

The failure of roentgen treatment in these cases 
is in accord with the law of Bergonie and Triboudeau. 
Since the astrocytomata are the most highly differ- 
entiated of the gliomata, they should be the least 
radiosensitive. 

With regard to the radiation of brain tumors, 
the following conclusions seem to be fairly unani- 
mously accepted: 

1. In order to prevent hypertension, it is best to 
perform a decompression before applying roentgen 
treatment. 

2. Pituitary adenomata are favorably influenced 
by the roentgen ray whereas the tumors of Rathke’s 
pouch do not yield to roentgen treatment. 

3. The meniogiomata and acoustic tumors are 
not influenced by roentgen irradiation. 

Cuar.es H. Heacock, M.D. 


Colledge, L., and Ballance, Sir C.: Anastomoses 
between the Recurrent Laryngeal and Phrenic 
Nerves. Brit. M. J., 1928, i, 746. 


An end-to-side anastomosis between the recur- 
rent laryngeal nerve and the phrenic nerve was 
performed on a monkey and the animal kept under 
observation for three years and four months. At 
the end of six months the paralyzed vocal cord 
was again functioning and the diaphragm was not 
affected. 

In another experiment, which was also performed 
on a monkey, an end-to-end anastomosis of these 
nerves was done and the animal kept under obser- 
vation for two years. At the end of six months the 


paralyzed vocal cord was functioning but showed a 
wider abduction movement—greater than normal 
function—and the diaphragm remained completely 
paralyzed. The paralysis apparently caused no 
discomfort. Necropsy showed the diaphragm to be 
thin, pale, and flabby and to have undergone 
almost complete degeneration. 

Photomicrographs of the affected muscles showed 
preservation of muscle striation, nerve regeneration, 
and perfect end-organs. Unipolar faradic stimula- 
tion applied to the cortical abduction centers of the 
brain before death resulted in definite abduction on 
the side of the operation in both cases. It has been 
proved by other investigators, however, that such 
stimulation has a bilateral effect. 

As the result of these experiments and a successful 
operation in a clinical case, the authors conclude 
that end-to-side anastomosis of the recurrent 
laryngeal and phrenic nerves is the method of 
choice. AvBert S. Crawrorp, M.D. 


SPINAL CORD AND ITS COVERINGS 


Sgalitzer, M.: Myelography with Descending and 
Ascending Iodized Oil (Myelographie mit sin- 
kendem und aufsteigendem Jodoel). Acta radiol., 
1928, ix, 136. 

Sgalitzer states that the introduction of ascend- 
ing lipiodol into the subarachnoidal space of the 
spinal cord greatly facilitates the diagnosis of 
narrowing processes of the fluid spaces. Although 
such injections are not entirely harmless, they are 
well tolerated by the majority of patients. Of the 
seventeen patients with true or doubtful tumors of 
the spinal cord whose cases are reported by the 
author, eight bore the injection with scarcely any 
trouble, seven had symptoms of medium severity 
(headache, a rise in the temperature, and root pains), 
and two suffered from severe headache, vomiting, 
stiffness of the neck, and fever for thirty-six hours. 
The symptoms subsided after a few days. 

The author believes that the introduction of 
ascending lipiodol is endured with rather more 
difficulty than the introduction of descending oil, 
and that ascending lipiodol should be employed in 
addition to descending lipiodo] only in cases in 
which no definite results have been obtained from 
the descending lipiodol and when the neurological 
diagnosis is uncertain or differs from the roentgen 
diagnosis. In each case the examiner should con- 
sider whether it is of importance to ascertain the 
extent of the obstruction. Not more than from 
1% to 2 c.cm. of the ascending oil should be used. 
Close coSperation between the neurologist and the 
roentgenologist is of paramount importance. 
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TRACHEA, LUNGS, AND PLEURA 


Maendl, H.: Collapse Therapy of Pulmonary 
Tuberculosis, with Special Consideration of 
Artificial Pneumothorax (Die Kollapstherapie 
der Lungentuberkulose, mit besonderer Berueck- 
sichtigung des kuenstlichen Pneumothorax). 1927: 
Vienna, Springer. 

Maendl is one of the most experienced of pneu- 
mothorax therapeutists, having used this treatment 
in about 600 cases. Because of this fact and because 
of his thorough review of the literature, this con- 
tribution on pneumothorax is of great value. For 
the practitioner it gives numerous practical sugges- 
tions. For the surgeon the discussion of embolism 
in pneumothorax is of special interest. 

The method used by MaendI for the induction of 
pneumothorax is that of Kauffmann slightly modi- 
fied, a method which Maendl states was described 
by Sorgo two years before Kauffmann. A blunt 
Salomon cannula is inserted obliquely trough the 
parietal pleura. 

In a period of ten years the author and his as- 
sistants have used this method in 600 cases and for 
10,000 refills without causing embolism. In Maendl’s 
opinion, the chief cause of embolism is the use of a 
sharp cannula. 

For the procedure of endopleural pneumolysis, 
Maendl has devised, with the aid of Kornitzer, the 
urologist, a special instrument which severs the 
adhesions by electrocoagulation. The thoracoscope 
and the endothoracic electrode are combined in one 
instrument. The electrode is controlled by an Al- 
barran lever. For orientation, a strong optical 
lighting system is used. The instrument is still 
more or less in the experimental stage, but has been 
employed successfully in 6 cases. 

Maendl’s experience with artificial paralysis of 
the diaphragm is limited to 32 cases. Seven of the 
patients were clinically cured, 17 were benefited, 
and 4 died. 

With regard to thoracoplasty, Maendl states 
that he does not agree with Jehns that this opera- 
tion is preferable to pneumothorax even in cases 
with a free pleura. From a comparison of the 2 
methods with respect to dangers and final results 
he has come to the conclusion that thoracoplasty is 
necessary only when the right time for the induc- 
tion of pneumothorax has been missed. Of 28 total 
thoracoplasties reviewed, 1 was done in 1 stage, 25 
In 2 stages, and 2 in several stages. There were no 
deaths from the operation. Ten years later, 7 (26 
per cent) of the patients were dead. In 2 (7 per cent), 
the condition was worse, in 3 (11 per cent) it was 
questionable, and in 10 (38 per cent) it was better. 
In 4 cases (15 per cent), a clinical cure was ob- 


tained after two, two, ten, and fourteen years 
respectively. Grar (Z). 


Proctor, O. S.: Considerations on the Surgery of 
Pulmonary Tuberculosis. Northwest Med., 1928, 
XXvii, 289. 


Proctor states that the treatment of pulmonary 
tuberculosis is essentially medical and if operative 
measures are necessary they should be carried out 
under the direction of the internist. 

Pneumothorax may fail because of the presence 
of adhesions between the visceral and parietal 
pleure. Proctor recommends the intrathoracic divi- 
sion of such adhesions according to the technique 
of Jacobaeus. 

Operation on the phrenic nerve is advisable. 
Proctor prefers phrenico-exeresis to mere cutting of 
the nerve. Phrenico-exeresis is of value as an aid 
to pneumothorax, and when thoracoplasty is contem- 
plated it may be done before the operation as a 
partial test of the opposite lung. It increases the 
effect of thoracoplasty, thereby reducing the rib 
resection to the minimum. 

Thoracoplasty should be done in cases which do 
not respond to more conservative forms of treatment 
and should be performed in several stages. Proctor 
resects the upper ribs first because expectoration is 
accomplished mainly by the muscles of the lower 
chest and the abdomen and if the resection is begun 
in the lower part of the thorax expectoration is 
greatly hindered. ALTON OcusNer, M.D. 


Fromme, A.: The Operative Cure of an Endo- 
thoracic Cyst: Bronchial Cyst (Ueber die 
operative Heilung einer endothorkalen Cyst: 
Bronchuscyste). Zentralbl. f. Chir., 1927, liv, 3191. 

The author reports an unusual case of endotho- 
racic cyst in a man forty-six years of age which 
was cured by operation. The tumor was a one- 
chambered, smooth-walled cyst the size of a man’s 
head, situated in the right half of the chest close 
to the anterior wall and bounded medially by the 
heart. As the wall of the cyst ruptured when an 
attempt was made to introduce sutures into it, the 
cyst was incised following rib resection under posi- 
tive pressure. The cavity was then wiped out with 

a 4 per cent formalin solution, the cyst sutured to 


. the parietal pleura, and the pleura closed as much 


as possible by sutures around a tampon and drain 
introduced into the cyst. 

Examination of the cyst contents revealed a clear 
sterile fluid containing a large amount of albumin 
and traces of succinic acid but no echinococcus 
elements. 

The operation was followed by recovery in spite 
of the escape of cyst fluid into the pleural cavity. 
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After three and a half years the patient was entirely 
cured and without apparent remains of the cyst. 

Because of the marked similarity of this cyst to 
a cyst described by Sultan, which at autopsy was 
proved to be a bronchial cyst produced by congeni- 
tal constriction of the bronchus, the author made 
the same diagnosis. Up to the present time only 
five similar cases have been reported. Three of the 
patients died as the result of the operation and two 
recovered after several operations. 

Fromme attributes the smooth recovery in his 
case to the fact that the cyst had not become in- 
fected. He therefore proposes for similar cases the 
following procedure: resection of several ribs at the 
site where the cyst is near the parietal pleura; punc- 
ture with a fine needle at the highest point; wide 
packing of the opening after iodinization of the 
pleura to produce adhesions; and wide opening and 
drainage of the cyst after from six to eight days. 
Primary extirpation of the cyst is contra-indicated 
on account of the bleeding. Even in cases of very 
large cysts, complete recovery may result from 
simple drainage without extirpation. Dumont (Z). 


Divid, G., and Sikl, H.: The Successful Operative 
Removal of an Unusual Lung Tumor—Plas- 
macytoma (Ueber erfolgreiche operative Entfer- 
nung einer eigenartigen Lungengeschwulst—Plas- 
mozytom). Acta chirurg. Scand., 1928, \xiii, 207. 

The authors describe an intrathoracic tumor, the 
size of a fist, which apparently originated in the 
anterior mediastinum and spread into the horizontal 
interlobar incisure of the right lung of a woman 
forty-two years of age. The base of the tumor had 
united with the pericardium and the surface was 
tightly adherent to the visceral pleura. The tumor 
was removed by wide thoracotomy after resection 
of the fourth to the seventh rib from the ventral 
side. The patient recovered completely. 

Microscopically, the tumor was composed of thin 
strips of proliferative connective tissue between 
which were numerous plasma cells. Here and there 
could be seen irregular cavities, which were inlaid 
with cuboidal or low cylindrical epithelium, and 
near these cavities there were lymphatic follicles. 
The abundant débris composed of fragmented 
elastic threads indicated that proliferation had 
taken place in the lung tissue. 

This tumor, like the neoplasms described by 
Maresch, Boit, Werdt, and Hedinger, may be 
classified as a plasmocytoma. It showed con- 
siderable resemblance to an inflammatory granu- 
loma, but its neoplastic character was proved by 
its homogeneous structure. 


HEART AND PERICARDIUM 


Albrecht, P.: Acute Suppurative Pericarditis 
(Ueber akute eitrige Pericarditis). Beitr. 2. klin. 
Chir., 1927, cxli, 193. 

According to Klose, suppurative pericarditis oc- 
curs once in 6,000 cases of disease, and the cases of 
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acute suppurative pericarditis that come to opera- 
tion are still more rare. The author reports two 
cases in which the condition was cured by pericar- 
diotomy. Both patients were males, and in both 
cases the condition was due to a gunshot wound. 

In the first case the bullet entered the posterior 
mediastinum through the right lung and produced 
an infected hemothorax with fever up to 39.4 de- 
grees C. At first there were no symptoms referable 
to the heart and the patient was discharged as 
cured after three weeks. One and a half weeks later, 
following an excess, cardiac pain developed and the 
patient was admitted to the hospital with a diag- 
nosis of suppurative pericarditis. Therefore this 
condition did not develop until five weeks after the 
bullet had entered the mediastinum. The peri- 
cardiotomy was done with the incision recom- 
mended by Rehn. A large amount of a yellowish- 
red hemorrhagic purulent exudate was evacuated 
from the inflamed and thickened pericardium. The 
operation was followed by immediate improvement 
in the symptoms of cardiac pressure and smooth 
recovery. In this case the acute suppurative peri- 
carditis developed from a mediastinal focus of in- 
fection by way of the lymphatics even though the 
pericardium was not injured by the bullet. 

In the second case the roentgenogram showed the 
bullet in the pericardium very distinctly. Pericar- 
diotomy was done because of the appearance, after 
several days, of a steadily increasing exudate. 
Smooth recovery followed the removal of about 
Y% liter of cloudy seropurulent fluid. 

The demonstration of the presence of an infec- 
tious exudate in the pericardium with embarass- 
ment of cardiac action is a definite indication for 
operative opening of the pericardium. In the au- 
thor’s opinion, the exposure of the pericardium 
described by Rehn is the best. Neither the mechan- 
ical irritation of the pericardium during the opera- 
tion nor the treatment of the pericardial cavity 
after luxation of the heart nor the handling of the 
surface of the heart caused any disturbances of 
heart action in the author’s cases. The drainage 
applied was satisfactory and did not lead to any 
disturbances of cardiac action. In order to prevent 
chemical irritation of the epicardium and pericar- 
dium, irrigation of the pericardium should be aban- 
doned. The recently recommended puncture of the 
pericardium followed by irrigation with rivanol can- 
not take the place of pericardiotomy and comes up 
for consideration only in cases in which pericar- 
diotomy is contra-indicated by the patient’s general 
condition. Bove (Z). 


(ESOPHAGUS AND MEDIASTINUM 


Eiselsberg, A., and Sgalitzer, M. D.: The Surgical 
Importance of X-Ray Examination of the 
Csophagus and the Pharynx. 
Obst., 1928, xlvi, 837. 

In addition to the usual examination of the ceso- 
phagus with the patient under the fluoroscope in an 
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upright position, which shows the portion of the 
cesophagus above a stenosis, the authors examine 
the patient in the horizontal position to determine 
the nature of the lesion below the stenosis. The con- 
trast substance passes slowly through the stricture 
and fills out the cesophagus below the obstruction. 
Roentgenograms should be taken in a lateral rather 
than an oblique position. The technique used by the 
authors is that employed in Lilienfeld’s lateral 
photography of the sternum. By means of such 
lateral exposures it is possible not only to visualize 
the upper and lower limits of the stricture but fre- 
quently also to make out the shadow of the tumor 
itself against the less opaque pulmonary area. 

The procedure described is of value especially in 
cases of benign strictures, particularly cicatricial 
narrowing, and in cases of cesophageal diverticula, 
particularly traction diverticula. 

X-ray examination of the pharynx has previously 
been more or less unsatisfactory because of the speed 
with which the ingested food passes through the 
pharynx. Stenoses and tumors of the pharynx have 
been diagnosed best by laryngological procedures, 
but the laryngologist has been able to observe only 
their upper limits. The authors have found the 
horizontal position of value also in the study of these 
lesions. The patient lies on his side with the shoul- 
ders pulled back and the head supported by sand- 
bags. The article contains roentgenograms of four 
typical cases of tumors of the pharynx showing the 
upper and lower levels of the neoplasms. 

ALTON OcusnerR, M.D. 


Vinson, P. P., and Moersch, H. J.: The Differential 
Diagnosis of Lesions of the Lower Part of the 
(Esophagus and Cardiac End of the Stomach. 
Med. Clin. N. Am., 1928, xi, 1389. 


The most common condition of the cardia is 
cardiospasm. Its cardinal symptoms are epigastric 
pain, which is usually severe and tends to subside 
when swallowing becomes difficult; dysphagia, which 
is constantly present from the onset; and regurgita- 
tion. Cold water, apples, popcorn, and effervescing 
drinks usually cause considerable difficulty in swal- 
lowing. 
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Roentgen-ray examination reveals an obstruction 
at the cardia which is usually smooth but may be 
irregular because of the presence of food in the 
lower part of the cesophagus or because of unequal 
muscular contraction. The passage of a No. 45 
French sound meets with slight resistance only at 
the cardia and does not cause bleeding. 

Carcinoma at the cardia may occur primarily in 
the cesophagus or develop first in the stomach and 
produce cesophageal obstruction by extension. If 
the lesion originates in the oesophagus the first 
symptom is dysphagia of a progressive type beginning 
with obstruction to solid food and then gradual 
obstruction to soft food and fluid. Regurgitation is 
not a prominent feature until the obstruction be- 
comes marked. Pain is rare and of a dull aching 
type. 

If the lesion is primarily cesophageal it may be 
visualized on cesophagoscopic examination, but if 
it is in the stomach it may not be visible through the 
cesophagoscope. 

When sounds are passed, firm obstruction is en- 
countered. Dilatation may be effected by the use of 
considerable force and is followed by bleeding. The 
disease seldom occurs before the age of forty years. 
The average duration of the symptoms is seven 
months. 

Diverticula of the asophagus just above the 
cardia are rare. Their manifestations may be 
difficult to distinguish from those of cardiospasm. 
For their diagnosis, a roentgen examination is 
necessary. 

A fairly common lesion that may be difficult to 
distinguish from cardiospasm is hernia of the 
cardiac end of the stomach through the oesophageal 
opening in the diaphragm. The symptoms are 
similar in nature to those of cardiospasm, but the 
abdominal distention is greater than in the latter 
condition, especially when the patient lies down. 

Diverticula of the cardiac end of the stomach do 
not cause cesophageal obstruction but are respon- 
sible for distress after meals. The epigastric pain 
accompanying such diverticula may be confused 
with that of cesophageal disease. In the diagnosis, 
roentgen-ray examination is essential. 
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ABDOMINAL WALL AND PERITONEUM 


Bréteché: Torsion of the Healthy Uterine Adnexa 
in a Strangulated Inguinal Hernia (Torsion des 
annexes saines de |’utérus dans une hernie inguinale 
étranglée). Bull. et mém. Soc. nat. de. chir., 1928, liv, 
159. 

The patient whose case is reported was an infant 
three and a half months of age who was admitted 
to the hospital because of an attack of alimentary 
and bilious vomiting three days previously and a 
hernia in the right groin. At operation, the hernial 
sac was found to contain, besides the usual sero- 
sanguinous fluid, a blackish kidney-shaped mass, the 
size of a large walnut. The mass proved to be the 
ovary and tube which were very dark and oedem- 
atous. The hernia was strangulated and the adnexa 
had been twisted three times. Following excision 
of the involved organs, the sac was closed and the 
inguinal opening sutured. The results were excel- 
lent. 

In the author’s opinion, the torsion in this case 
occurred simultaneously with the hernia. The 
syndrome of occlusion which was present is not very 
common. As a rule, the local condition in such cases 
is in great contrast to the functional disturbances, 
and the general condition is good. Pace. 


Del Campo, J. C.: Hydatid Peritoneal Pseudo- 
tuberculosis (Hidatoperitone: seudo tuberculosis 
peritoneal hidatica). An. Fac. de med. Univ. de 
Montevideo, 1927, xii, 702. 

The patient whose case is reported was a man about 
forty years of age who had had gastro-intestinal 
symptoms when a child. About two years before he 
consulted the author he was thrown from a horse 
and suffered a transverse compression of the thorax 
which caused intense pain and the expectoration of 
blood. About two months before his admission to 
the hospital he began to feel pain in the right 
hypochondrium which he attributed to the injury. 
The pain occurred after eating and radiated upward 
but did not reach the shoulder. Sometimes the 
patient vomited his food. Occasionally he had 
attacks of diarrhoea, but as a rule he suffered from 
constipation. 

On his admission to the hospital the patient had 
no fever, his pulse was 52, his heart and lungs were 
in good condition, and there was no oedema. His 
abdomen, however, was greatly distended, especially 
in the right hypochondrium, but was not rigid. 
Examination revealed also in the right hypochon- 
drium a round, smooth, painless tumor that moved 
with respiration. This neoplasm was dull on per- 
cussion and its dullness was continuous with that 
of the liver. The entire abdomen was dull. The 


upper border of the liver was normal. The Cassoni 
reaction and the Ghedini-Weinberg reaction were 
intensely positive. The percentages of white cells 
in the blood were as follows: neutrophile poly- 
nuclears, 59; eosinophiles, 4.5; basophiles, 0.5; 
lymphocytes, 30; and monocytes, 6. A diagnosis 
of peritoneal hydatidosis in the cystic stage was 
made. 

When the peritoneum was opened, about 4 or 5 
liters of turbid fluid containing hydatid vesicles 
were evacuated. The liquid and vesicles were con- 
tained in a large cavity bounded in front by the 
anterior wall of the abdomen, above by the dia- 
phragm, and behind by the mass of the viscera 
covered by a thin transparent membrane which 
covered also the stomach, intestines, and omentum. 
Throughout this membrane there were small grayish- 
white tubercles. The same kind of nodules were 
present on the liver and spleen. There were no 
pigmented nodules nor any findings to suggest an 
effusion of bile. The palpable tumor was discovered 
to be a cyst on the lower surface of the liver. There 
was no cyst opening into the liver. The cyst on the 
lower surface of the liver contained many vesicles 
but did not show a mother membrane or contain 
bile. Marsupialization of this cyst was done. A 
cyst found in the epigastric region was opened and 
drained. The latter was a hepatic cyst. Following 
closure of the abdomen with drainage, the epigastric 
cyst healed by first intention, but the peritoneal 
cyst suppurated. About a month after the patient’s 
discharge from the hospital another epigastric cyst 
developed. When this was opened and drained, 
complete recovery resulted. 

Examination of the membrane showed it to be 
peritoneum covered with granulation tissue. In 
the author’s opinion, the pseudotubercles are 
formed around bits of hydatid membrane. 

Auprey G. Morean, M.D. 


Fornero, A.: A Primary Sarcoma of the Mesentery 
Simulating a Tumor of the Uterus, with 
Secondary Perforation of the Intestine (Sar- 
coma primitivo del mesentere, simulante un tumore 
dell’ utero, con perforazione secondaria dell’ intes- 
tino. Arch. di ostet. e ginec., 1927, XXXiV, 593. 


A woman sixty years of age was admitted to the 
hospital complaining of pain and a sense of weight 
in the hypogastrium, tenesmus of the bladder, and 
a slight evening fever which had begun about six 
months previously. On gynecological examination, 
a small polyp was seen protruding from the uterine 
cervix and the body of the uterus was found to be of 
the size of a two months’ pregnancy. The tumor 
was relatively movable and painless and its con- 
sistency was that of a pregnant uterus. Its surface 
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appeared to be somewhat irregular. A diagnosis of 
fibromyoma of the uterus was made. 

At laparotomy, the loops of small intestine were 
found adherent, forming a masss with an irregular 
surface and the consistency of a tumor. An attempt 
was made to free the adhesions but as this was im- 
possible the wound was closed. The patient died 
twenty-four hours later with symptoms of myo- 
cardial insufficiency. 

Autopsy revealed a pasty-elastic tumor which had 
caused adhesion of all of the loops of the small in- 
testine and of the sigmoid. Its maximum length was 
about 10 cm. and its width between 8 and g cm. 
In places it was hemorrhagic, and in the center 
there was a cavity containing putrid masses with a 
fecal odor. From one of the adherent loops of in- 
testine there was an opening leading into this cavity, 
but it was evident that the relation of the tumor to 
the intestine was only that of adhesion; the wall of 
the intestine was not infiltrated. The tumor origin- 
ated in the lower part of the mesentery which was 
thickened and retracted; it rested on the uterus and 
adnexa but was not adherent to them. Microscopic 
examination of the neoplasm showed it to be a large 
round-celled sarcoma. 

Primary sarcoma of the mesentery is extremely 
rare. The author believes that the perforation and 
putrefaction in this case began at the time the fever 
first developed, that is, about six months before 
the operation was performed. 

Aubrey G. Morcan, M.D. 


GASTRO-INTESTINAL TRACT 


Elman, R.: The Probable Influence of Pancreatic 
Juice in the Regulation of Gastric Acidity. 
Arch. Surg., 1928, xvi, 1256. 

Drainage of the total external secretion of the 
pancreas leads in a few days to increasingly severe 
vomiting and in a week to a fatal outcome. The 
results of a study made by Elman to obtain an ex- 
planation of these symptoms of gastric irritability 
suggested a reciprocal relationship between the al- 
kaline pancreatic juice and the acid secretion of the 
stomach. Elman is of the opinion that during drain- 
age of the total pancreatic juice the total and com- 
bined acidity of the gastric contents is much higher 
than under normal conditions. Acid solutions intro- 
duced into the stomach of animals during such drain- 
age provoked an intense increase in the external flow 
of pancreatic juice and could not be neutralized as 
in the normal animal. It has been found, moreover, 
that drainage of the pancreatic juice is always ac- 


companied by the regurgitation of intestinal contents . 


into the stomach. This and other evidence lends 
support to the theory that reduction of gastric 
acidity is a normal and probably essential phenom- 
enon brought about by reflux of the alkaline pan- 
creatic juice into the stomach. Since bile is an acid 
rather than an alkaline fluid, as is often assumed, it 
cannot play a part in this neutralization. 
Emi C. RositsHek, M.D. 
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Friedenwald, J., and Morrison, T. H.: Clinical 
Observations on the Relation of Gastric and 
Cardiac Affections. South. M.J., 1928, xxi, 453. 


That heart disease may be accompanied by gastric 
symptoms and that digestive affections may cause 
cardiac symptoms is well known. This fact is partly 
accounted for by the close anatomical relation and 
the nerve supply of the heart and stomach. In 
compensated heart disease gastric symptoms are in- 
frequent, but in decompensated heart disease the 
stomach becomes thickened, the gastric blood ves- 
sels are congested, mucous gastritis is apt to develop, 
hemorrhagic areas are frequently formed, and as a 
result of these changes there may be flatulence, 
anorexia, nausea, and vomiting. Coronary throm- 
bosis may give rise to symptoms suggesting an 
emergency surgical condition in the abdomen. 

Cardiac symptoms due to digestive disorders are 
common. Pressure from gas, reflex vagus or sympa- 
thetic nervous influences, and the absorption of 
toxins from the intestinal tract may result in palpi- 
tation, arrhythmia, tachycardia, bradycardia, and 
pseudo-anginal pains. Cardiac symptoms are fre- 
quently noted in aerophagia. 

In another group of cases symptoms are produced 
by combined disease of the heart and digestive or- 
gans. Not uncommonly, following prolonged disease 
of the heart or digestive organs, organic changes in 
both may become so pronounced as to render it 
difficult to determine the site of the primary affec- 
tion. As an example of such a condition the authors 
cite arteriosclerosis occurring in both the digestive 
tract and the heart. 

There is also a group of cases in which the heart 
and the digestive tract are involved by different 
affections and it is difficult to determine whether 
the digestive disturbance is dependent upon the 
failing heart or upon a disease primary in the 
stomach, such as carcinoma. 

Because of these groups of cases, the reciprocal 
relations of the heart and stomach must be borne 
in mind in the interpretation of gastric and cardiac 
syndromes. BurTON CLarK, Jr., M.D. 


Clairmont, P.: Gastritis Following Operations on — 
the Stomach (Gastritis nach Magenoperationen). 
Verhandl. d. Gesellsch. f. Verdauungs- u. Stoffwechsel- 
krankh., 1927, pp. 79, 108. 


Definite conclusions with regard to gastritis 
following operations on the stomach are impossible 
as we still lack data based on a sufficient number of 
systematic investigations and histological studies. 
In all surgical operations which cause deformities 
the changes produced are so extensive that their 
effect upon the physiology of the stomach is not to 
be disregarded. Clinical observation alone is not 
sufficient as frequently different conditions pro- 
duce the same external signs. 

The best surgical procedure seems to be the 
Billroth II operation. The author considers ex- 
clusion of the pylorus as well as transverse resec- 
tion to be absolutely out of place so far as gastritis 
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is concerned. With regard to cholecystogastros- 
tomy and pyloromyotomy, experience is_ still 
limited. Attempts to treat gastritis by resection of 
the stomach should be judged with great reserve. 

In the discussion of this report, most of the 
surgeons took the same standpoint as Clairmont. 
The most contradictory views were expressed by 
SCHINDLER who has come to the conclusion, from 
gastroscopic findings, that gastritis is not a pre- 
requisite for the development of ulcer. Schindler 
stated that he had never observed diffuse gastritis 
in cases of round ulcer, but had frequently noted it 
after gastro-enterostomy. 

KoNnjJETZNY maintained that gastritis follows 
ulcer and emphasized that the findings of gastro- 
scopy are not as conclusive as those of histological 
examination. He has never seen a typical ulcer 
without gastritis. 

LUBARSCH, VON BERGMANN, and WESTPHAL 
stated that in their opinion the cause of ulcer is 
infection; that after the onset of infection the ac- 
tion of the pepsin leads to erosions and ulcer 
formation. 

Konjetzny replied that this theory also has no 
histological foundation since in very numerous 
microscopic investigations he had never observed 
anemic necroses or hemorrhagic infarcts with 
necrotic zones or deposits of haemosiderin. The 
remains of old hemorrhages could never be demon- 
strated in spite of a careful search for them, but 
recent hemorrhages were occasionally noted. 
Konjetzny considers the influence of pepsin on in- 
jured areas of the stomach to be so slight that he 
has administered hydrochloric acid and pepsin 
even a few days after resection of the stomach. 

WEICHERT (Z). 


Moore, A. B., and Aurelius, J. R.: Roentgenological 
Manifestations in Eighty-Seven Cases of Gas- 
tric Syphilis. Am. J. Roentgenol., 1928, xix, 425. 


Although the incidence of gastric syphilis is not 
high, the condition occurs sufficiently often to be 
borne in mind in gastric diagnosis. 

Three varieties of gastric syphilis are commonly 
mentioned—the variety associated with gastritis, 
that causing ulcer, and that causing gummatous 
hypertrophy. Almost all of the well-proved cases 
reported have been of the third type with gumma- 
tous infiltration and fibrous hyperplasia. 

At the Mayo Clinic from 1913 up to the present 
time there have been eighty-seven patients with 
convincing evidence of a syphilitic lesion of the 
stomach. Sixty of the group were men. Forty-one 
of the patients were between thirty and forty years 
of age, and twenty-six between forty and fifty years 
of age. The youngest patient was twenty and the 
oldest sixty years old. In the majority the condi- 
tion had caused a marked loss of weight, epigastric 
pain or distress, vomiting, achlorhydria, anemia 
without cachexia, and, rarely, -hematemesis. These 
symptoms constitute the syndréme frequently de- 
scribed. Classified according to the roentgenological 


manifestations, there were three major types: (r) 
the prepyloric, (2) the median, and (3) the diffuse. 

In 70 per cent of the cases the condition was of 
the prepyloric type. In each case the deformity 
produced by the lesion adjoined the pylorus but 
extended proximally. In a few cases the defect was 
confined to the antrum; in others, it affected the 
entire pyloric segment; and in still others it invaded 
the middle third. It seldom encroached on the 
cardiac third. Almost without exception, the defect 
was concentric and rather symmetrical. As a rule, 
the narrowed lumen pursued a straight course and 
had relatively smooth margins. 

In 22 per cent of the cases the condition was of 
the median type, the lesion being confined to the 
mid-section of the stomach and producing a long 
hourglass or dumbbell deformity. 

The diffuse type of the condition was found in 
only 8 per cent of the cases. This involved almost 
all of the organ but tended to spare the cardiac 
extremity. It converted the stomach into a narrow, 
relatively smooth tube. 

In all types, peristalsis was absent in the affected 
portion. Gaping of the pylorus was common. 
Seldom was the stomach shortened. Six-hour resi- 
dues were rare. Of chief importance was the ab- 
sence of a palpable mass corresponding to the 
defect; only once could a tumor be felt. 

In the differential diagnosis, cancer is especially 
to be considered, but in cancer the narrowed lumen 
is likely to be tortuous, the filling defect is not 
symmetrical, six-hour retention is common, and 
almost invariably a mass can be felt. 


Weir, J. F.: The Pre-Operative Treatment of 
Complications of Gastroduodenal Disease. 
Med. Clin. N. Am., 1928, xi, 1407. 

The chief complications of intrinsic diseases of 
the upper gastro-intestinal tract are perforation, 
obstruction, and hemorrhage. Fatigue and pain 
reduce the patient’s recuperative power; retention 
induces starvation, dehydration, and toxemia; and 
bleeding leads to varying degrees of anemia. The 
author discusses the routine treatment of these 
conditions. The measures used include rest, the 
use of alkalies and sedatives, proper feeding, lavage, 
the rectal or intravenous administration of fluid, 
and blood transfusion. Pre-operative treatment 
reduces the surgical mortality, but should not be 
unduly prolonged as in time its benefits may be lost. 
For the regimen to be followed, Hansel Weir gives 
the following rules: 

1. Treat cases of complicated gastroduodenal 
disease pre-operatively. 

2. Secure an adequate fluid intake. The volume 
of urine should be at least 1,500 c.cm. daily. 

3. Secure adequate glycogen stores by giving 
food with a high carbohydrate content, glucose by 
proctoclysis, and fluids by intravenous injection. 

4. Give frequently small amounts of food that 
will readily return through a tube. 

5. Empty the stomach sufficiently often. 
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6. Forestall serious toxemia by frequent examina- 
tion of the blood for chemical changes and timely 
vigorous treatment with glucose and sodium chloride 
solutions given intravenously. 

7. Keep the patient comfortable physically and 
mentally. 


Friedemann, M.: The End-Results of Radical 
Operation for Gastric and Duodenal Ulcer 
(Ueber Dauerresultate bei der Radikaloperation 


wegen Geschwuerskrankheit des Magens_ und 
Zwoelffingerdarms). Zentralbl. f. Chir., 1927, liv, 
3015. 


The author reports the end-results in 374 cases 
of resection of the stomach in which the operation 
was performed more than three years ago. Most of 
the patients were re-examined, but some of them 
were questioned by letter. The operations and 
re-examinations were done by Friedemann. A 
uniform technique was carried out, and except in 
3 cases in which a gastro-enterostomy was done, 
only resection was performed. Almost all of the 
patients were laborers. 

The result is classified as good+ when the patient 
is entirely satisfied with the outcome and is not 
obliged to restrict his diet; as good— when he is 
unable to digest only certain foods; as mediocre 
when the condition is improved but the patient 
still has transitory symptoms; as fair, when the 
condition was not markedly improved by the 
operation; and as poor when there is new ulcer 
formation or some other objectively demonstrable 
disturbance. 

The 5 cases of recurrence (in 3 of which the 
recurrence developed after the Billroth I procedure 
and in 2 of which it developed after the Billroth II 
operation) have already been reported in detail. 

There were 21 incisional hernia. Five were 
large or of medium size and 16 were small. Of 98 
cases in which the Billroth I technique was used, the 
findings of X-ray examination were good in 85 
cases and poor (small residue after four hours) in 
13, whereas of 40 cases in which the Billroth II 
technique was employed the X-ray findings were 
good in 38 and poor (disturbances of emptying) in 2. 
In 93 cases in which a chemical examination was 
made, the results were good in 61 and poor in 5 
in which the Billroth I technique was used, and 
good in 25 and poor in 2 in which the Billroth II 
technique was employed. The roentgenological, 
chemical, and subjective findings did not always 
agree. The findings are summarized as follows: 


AFTER THE BILLROTH I TECHNIQUE 


No. of Per 

Condition cases cent 
Na Lcee Nee oe ys Gkensie Sides iieee 85 38.50 
eect Sas eases Sutiuid dvs shache/ha aes 88 39.80 
Ee enn ree 38 17.20 
Better than before operation............. 211 95.50 
DU o ee ae ee eee anti Na share, wa Vo 7 3.15 
_ | EEC ee eee eee 3 1.35 
No better than before operation... ... «+ 0 4.90 
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AFTER THE BILLROTH II TECHNIQUE 
No. of Per 

Condition cases cent 

IN oa cshin alive as aie diana tee ieerie 53 34-7 
EP ais omoaa mage ae Meas che ep eel 69 45.1 
PDS 5a ecainmnnignn meer siodes diane 23 15.0 
Better than before operation............. 145 94.8 
Re rhe rir sae wlrigte te Oa ed nth aware unis 6 3-9 
Pe eleicie canine anata Glogtndioreimuctmdinis 2 t.3 
No better than before operation.......... 8 $.2 

CONDITION IN ALL CASES 

No. of Per 

Condition cases cent 

RN ols cco Ga Feit dtahe kaso Means 138 36.9 
SE SS err ee eT te 157 42.0 
MR os ado Aas vical mass Ges oo ReS 61 16.3 
Better than before operation............. 356 95.2 
Fair... Sates sites Oe Siew Ed 13 4.5 
on, OO ee Sad saa al a isis 5 1.3 
No better than before operation.......... 18 4.8 


Seventy-six patients (16.9 per cent) could not be 
traced after three years. Ten had died (2 of some 
unknown condition, 6 of some other disease, and 2 
of a condition related to the ulcer, namely, abdom- 
inal rupture and an operation on the biliary pas- 
sages. In the cases of some of the patients who 
could not be traced after three years, reports were 
available up to periods of two and two and a half 
years after the operation, but in the cases of 56 
patients nothing could be learned. In all of the 
untraced cases the results may have been poor, but 
this is hardly probable. True recurrences develop 
only very rarely after the Billroth resections when 
the pylorus and a sufficient amount of the stomach 
are removed so that the free hydrochloric acid 
disappears completely or almost completely. 

A review of the cases with poor results offers no 
definite suggestions for improvement of the treat- 
ment. Without doubt, the patient’s constitution 
plays an important part in the outcome. 

The author concludes that in gastric and duodenal 
ulcer extensive resections give entirely satisfactory 
results even after from three to six years and are 
the operations of choice. VoLKMANN (Z). 


Jansson, G.: Gastrocolic Fistula, Especially from 
the Roentgenological Viewpoint (Fistula gastro- 
colica, speziell vom radiologischen Gesichtspunkt 
aus). Acta radiol., 1928, ix, 9. 


The author discusses the roentgenological appear- 
ances of gastrocolic fistula on an ulcer base in con- 
nection with three cases which he has observed. In 
none of these cases was the fistula apparent on 


_ examination of the stomach by means of an opaque 


meal. In the first case it became evident only when 
the colon had filled up, and in the other cases it was 
discovered on irrigoscopy. In the first case, a wide 
communication between the stomach and colon was 
found on roentgen examination and a diagnosis of 
gastrojejunocolic fistula was made. According to 
Kohlmann, there has been no previous record of 
the roentgen-ray evidence of such a condition. 
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As a result of his study of these cases, the author 
believes that in examinations of gastrocolic fistule 
it is important to wait until the colon has had time 
to fill up. He emphasizes also the great value of 
irrigoscopy in the diagnosis of such fistulz. 


Wangensteen, O. H., and Loucks, M.: Studies in 
Intestinal Obstruction: II. The Absorption of 
Histamine from the Obstructed Bowel. Arch. 
Surg., 1928, xvi, 1089. 

The authors state that the absorption of histamine 
from the normal small intestine (duodenum and 
ileum) of the dog and in simple obstruction of the 
small intestine of two days’ duration cannot be 
detected by the physiological test for histamine. 

In strangulation obstruction, a great fall in the 
arterial blood pressure occurs following the release 
of the strangulating mechanism. 

The autolysis of intestinal mucosa deprived of its 
blood supply is rapid and accompanied by the 
liberation of a toxic substance which exerts an 
effect similar to that of histamine. 

The absorption of histamine from the lumen of a 
strangulated segment which is still viable does not 
appear to be great. Howarp A. McKnicut, M.D. 


Wangensteen, O. H., and Chunn, S. S.: Studies in In- 
testinal Obstruction: III. Simple Obstruction; 
A Study of the Cause of Death in Mechanical 
Obstruction of the Upper Part of the Intestine. 
Arch. Surg., 1928, xvi, 1242. 

The experiments reported were performed on dogs 
under ether anesthesia and with an aseptic tech- 
nique. In some of the dogs with duodenal obstruc- 
tion the effect of sodium chloride solution was noted. 
In most cases from 250 to 400 c.cm. of a 2 per cent 
solution was given subcutaneously once a day. The 
blood urea and chlorides and the non-protein nitro- 
gen in the urine were then determined daily. The 
non-protein nitrogen in the urine was determined by 
the micro-Kjeldahl method of Folin and Denis, and 
the urea nitrogen of the blood by the method of Van 
Slyke and Cullen. The blood chlorides were deter- 
mined according to the method described by Gettler. 

The authors state that obstruction of the upper 
part of the intestine is much more serious than ob- 
struction low down in the colon. In animals with 
obstruction of the upper part of the intestine death 
occurs sooner than in those with obstruction of the 
colon because dehydration and loss of chlorides occur 
more rapidly. The experiments reported showed that 
if saline solution is administered to animals with 
obstruction of the upper part of the intestines it will 
prolong their lives and obviate the alteration in the 
blood chemistry that would occur if it were not given, 
but the excretion of nitrogen in the urine will be 
increased. 

As the temporary administration of saline solution 
is just as efficient in prolonging life as its continued 
daily administration, the virtue of the remedy cannot 
lie in any detoxifying action. The fact that dogs 
with gastric or duodenal fistule die as quickly as 


dogs with obstructions at the same level and with 
the same changes in the chemistry of the blood and 
an increase in the nitrogen excreted in the urine, 
and the fact that the administration of saline solu- 
tion prolongs the lives of such animals indicate that 
the virtue of the drug lies in substitution therapy. 
Dogs with duodenal obstruction on which gastro- 
enterostomy has been performed can live indefinitely 
when given salt solution for a few days. In such 
animals the conditions are favorable for permanent 
recovery, the dehydration and loss of the contents 
of the stomach incident to the obstruction having 
been compensated. 

Saline solution also prolongs the lives of animals 
with oesophageal obstruction which do not lose 
chlorides and fluid by vomiting. Therefore some 
alteration in the permeability of tissue is necessary 
to explain the death of an animal with cesophageal 
obstruction or the death of a rabbit with duodenal 
obstruction that does not vomit. 

In animals with ileal or colonic obstruction the 
marked increase of non-protein nitrogen in the blood 
and the low values for blood chlorides are not ob- 
tained. The administration of saline solution in low 
obstruction would therefore not afford the same 
protection as in animals with duodenal obstruction. 

The following conclusions are drawn: 

1. The explanation of the rapidly fatal issue in 
dogs with obstruction in the upper part of the in- 
testine is to be found in the rapid dehydration and 
loss of chlorides accompanying occlusion of this por- 
tion of the bowel. 

2. The virtue of saline solution in the treatment 
of patients with obstruction in the upper part of 
the intestine does not lie in any protective or de- 
toxifying influence, but in replacement of the 
chlorides and fluid lost. 

3. Evidence was not obtained to show that dogs 
with simple obstruction in the upper part of the 
intestine died as the result of absorption of toxins 
from the obstructed bowel. 

4. Interruption of the continuity of the upper 
part of the intestine (occlusion or complete external 
fistula) gives rise to an increase in the non-protein 
nitrogen in the blood, a decrease in the blood- 
chloride values, and an increase in the excretion of 
nitrogen. The administration of sodium chloride 
prevents the increase in the non-protein nitrogen of 
the blood, but does not lower the excretion of ni- 
trogen in the urine. Emit C. RositsHek, M.D. 


Clute, H. M.: Enterostomy in Obstruction and 
Peritonitis. New England J. Med., 1928, cxcviii, 
908. 


The author has performed enterostomy in forty- 
four cases of intestinal obstruction. Of the seventeen 
patients who were subjected to a ce#costomy for 
obstruction of the large bowel, thirteen recovered, 
two died, and two cannot be traced. Of the twenty- 
one patients upon whom an ileostomy was done some 
distance above the obstruction, nine recovered and 
eleven died. Of six patients subjected to enteros- 
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tomy for postoperative obstruction, five recovered 
and one died. No other measure besides enterostomy 
was employed to relieve the obstruction in these 
cases. 

When jejunostomy is done, the drainage should 
be allowed to continue for from thirty-six to forty- 
eight hours on account of the chemical changes 
following this type of operation. 

In performing ileostomy, the author uses the 
Witzel method and removes the tubes after from 
six to eight days. In no case has a fistula resulted. 

Of a group of cases in which death occurred from 
peritonitis, autopsy showed that intestinal obstruc- 
tion had been present in 75 per cent. It is well 
known that paralysis of the bowel becomes more 
marked as peritonitis advances. Paralysis prevents 
the emptying of the bowel and leads to the absorp- 
tion of the toxic elements. The clinical picture and 
the blood chemistry of general peritonitis and of in- 
testinal obstruction are similar, and it is reasonable 
to assume that if enterostomy is indicated in one 
of these conditions it may be of value also in the 
other. 

Of the author’s series of twenty-one patients with 
frank peritonitis who were treated by enterostomy 
in addition to the usual methods, six recovered, 
thirteen died, and two could not be traced. Of six 
patients with peritonitis who were treated by ileos- 
tomy, five died and one recovered. Of seven pa- 
tients subjected to jejunostomy, four recovered and 
one died. In this type of case the results are best 
when drainage is established high in the intestinal 
tract. WiiiiaM J. Pickett, M.D. 


Case, J. T.: Roentgenological Aid in the Diagnosis 
of Ileus. Am. J. Roentgenol., 1928, xix, 413. 


While recognizing the value of the clinical signs 
of acute intestinal obstruction, Case emphasizes 
the aid that may be obtained in the diagnosis of 
this condition from a simple roentgenological 
examination. 

The surgeon bases his diagnosis of acute intes- 
tinal obstruction upon the finding of dilated coils 
of small bowel containing gas and fluid. Roent- 
genologically, collections of gas can usually be 
localized in the stomach, colon, or small bowel. 
Under normal conditions there is little or no gas in 
the small bowel. 

The outline of the small bowel filled with gas and 
fluid is of two types—that with a “herring bone” 
appearance and that with a “ladder” appearance. 
The former signifies a degree of obstruction that 
may or may not require surgical interference, 


whereas the latter is pathognomonic of acute ob- . 


struction requiring immediate operation. The size 
of the dilated loops is of importance because it 
depends upon the degree of the obstruction. Fre- 
quently the approximate site of the obstruction 
can be estimated. Dilatation of the intestine is of 
significance as confirming the presence of ileus. In 
the absence of dilatation, the presence of ileus is 
doubtful. 


The method of X-ray examination is very simple. 
In postoperative cases, roentgenograms are made 
with the patient in the supine and lateral positions, 
but in chronic cases it is better to examine the 
patient in the erect position. Occasionally a barium- 
water-lactose mixture by mouth or a barium-oil 
enema may be of aid in the localization of gas 
shadows. Cuar_es H. Heacock, M.D. 


Gabriel, W. B.: Five Cases of Small Gut Obstruc- 
tion Around Colostomies. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 1433. 

Gabriel states that obstruction of the small bowel 
may occur around a colostomy if the foramen is 
not closed by suture, whether the colostomy is of 
the left rectus type in continuity or a terminal 
colostomy in the left iliac region. 

Such obstruction may be an immediate or a 
delayed complication. The mortality is high. The 
five cases reported by the author were fatal. 

This complication should be suspected whenever 
symptoms of obstruction develop after a colostomy. 
When such symptoms appear, the abdomen should 
be explored first at the site of the foramen through 
an oblique incision extending downward and for- 
ward on the outer side of the colostomy. This 
incision will open up the anterior wall of the foramen 
and aid in the reduction of the strangulated bowel. 

In pelvic colostomy the foramen or space between 
the sigmoid and the lateral parietal peritoneum 
should be shut off by a pursestring suture to pre- 
vent the small bowel from slipping behind the sig- 
moid. In all pelvic colostomies the operation 
should be done through an oblique lateral incision 
and the foramen closed by a pursestring suture. 

HeRMAN H. Huser, M.D. 


Cathcart, R. S.: Extensive Resection of the Small 
Intestine. South. M.J., 1928, xxi, 471. 


The author discusses resections in which approxi- 
mately one-third or more of the small bowel is 
removed. He reports a case of his own and reviews 
cases reported in the literature. 

According to different authorities, the average 
length of the small intestine is between 600 and” 
683 cm. In the author’s case, that of a young adult, 
a resection of 137.5 cm. of gangrenous ileum was 
done. The patient made a satisfactory recovery 
and has been in good health ever since. 

Jackson reported a case in which seven years 
previously he had resected 142 cm. of gangrenous 
ileum. The patient, an infant, had diarrhoea for a 
year following the resection, but thereafter its 
health was good. Jackson concluded that during 
the child’s growth and recovery an adaptive hyper- 
trophy may have occurred. 

Sarnoff reported a case of resection of 450 cm. of 
the ileum and Jower jejunum. After postoperative 
diarrhoea which persisted for a time, the patient’s 
health was good. Sarnoff concluded that there was 
a compensatory increase in the secretory and absorp- 
tive activity of the remaining mucosa. 
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In a case reported by Watson, the removal of 
228.5 cm. of the ileum was followed by apparently 
good health. In seventy-two cases of extensive 
resection collected by Watson a good functional 
recovery resulted in sixty-four. The longest resec- 
tion recorded was the removal of 540 cm. of gan- 
grenous small bowel in a case reported by Brenner. 
The patient gained weight and strength for two 
years, but died two and a half years later of 
marasmus. 

{vans and Brenizer came to the conclusion that, 
in dogs, the removal of 80 per cent or less of the 
small intestine is compatible with recovery. After 
similar resections in dogs, Flint reported a com- 
pensatory hypertrophy consisting chiefly in an in- 
crease in the size and number of the villi and goblet 
cells and less marked hypertrophy of the sub- 
mucosal and muscular layers. He found that, in 
dogs, a diet relatively rich in carbohydrates and 
poor in fats favored recovery, but that if a unlimited 
diet were given the removal of 65 per cent of the 
small intestine resulted in death from marasmus or 
enteritis. Burton Crark, Jr., M.D 


Salmond, R. W. A.: Observations on the Move- 
ments of the Duodenal Contents, with Special 
Reference to Antiperistalsis and Pyloric Re- 
gurgitation. Proc. Roy. Soc. Med., Lond., 1928, 
xxi, 1361. 


In a study of the movements of the duodenal 
contents a meal consisting of from 4 to 6 oz. of 
barium sulphate in suspension in 1 pt. of malted 
milk at body temperature was given, and its passage 
through the stomach and duodenum was watched 
with the subject in varying positions. The following 
observations were made: 

1. Peristalsis and antiperistalsis of the cap, usu- 
ally called contraction of the cap. The cap has two 
phases: (a) passive, and (b) active. The passive 
phase is noted when a gastric peristaltic wave propels 
the food through the pylorus, fills the cap, and forces 
the food on to the second part of the duodenum 
without any visible contraction of the cap itself. 
It is seen also when the filled cap is lying above the 
pylorus and suddenly a narrow stream of opaque 
food flows back into the stomach without any visible 
contraction of the cap. The active phase is that in 
which the food is forced out into the duodenum and, 
to a lesser extent, into the stomach. The cap con- 
traction is muscular. It proceeds by peristalsis or 
antiperistalsis. 

2. Peristalsis and antiperistalsis in the second and 
third parts. Usually the peristaltic action occurs. 
Often, however, before the peristaltic wave or waves 
can propel the bolus into the jejunum, a contraction 
wave in the opposite direction is set up and the food 
mass is driven backward into a more proximal part 
of the duodenum, into the cap, or even into the 
stomach. When this backward wave fills the cap, 
a contraction of the cap is set up sooner or later and 
the food, including any that has been expelled from 
the stomach in the meanwhile, is again driven for- 


ward into the second or third parts. This anti- 
peristalsis is one of the factors of pyloric regurgita- 
tion. The regurgitation through the pylorus into 
the stomach has been observed by the author in 
twenty cases. 

3. Segmentation or mixing movements in the 
second and third parts. These are worm-like move- 
ments and are visible between the more violent 
peristalsis and antiperistalsis, breaking up the mass 
of food into small particles. 

4. Forward movements en bloc, due to the down- 
ward inspiratory movement of the diaphragm espe- 
cially affecting the second part. 

Herman H. Huser, M.D. 


Sokolov, S. E.: A Contribution on Postoperati\e 
Peptic Ulcer of the Jejunum Based on 134 
Cases Treated by Russian Surgeons (Beitraege 
zur Frage des Ulcus pepticum jejuni postoperativum 
auf Grund eines Materials von 134 Faellen russischer 
Chirurgen). Arch. f. klin. Chir., 1928, cxlix, 230. 

The author believes that the cases which he has 
collected constitute from one-sixth to one-seventh 
of the material reported in the entire literature of 
the world on the subject of postoperative peptic 
ulcer of the jejunum. 

The majority of the patients were between 
twenty and fifty years of age. Six were females. 

The author states that the development of peptic 
jejunal ulcer seems to be influenced by heavy work 
and coarse food. Moreover it is impossible to per- 
form a gastro-enterostomy in such a way as to pre- 
vent the later development of this lesion. This is 
true also of all methods of resecting the stomach 
with the exception of the Billroth I procedure. 
However, the nature of the suture and of the suture 
material, the use of clamps, etc. have no decisive 
influence upon the development of the peptic ulcer 
of the jejunum or gastrojejunal ulcer. In one-half of 
the cases the symptoms of a peptic jejunal ulcer 
developed within a period of from one to two or 
three years after the primary gastro-enterostomy, 
but in some instances there were painless periods of 
eleven, twelve, and even twenty-five years. 

The chief symptom of peptic jejunal or gastro- 
jejunal ulcer is pain. This is usually localized in the 
left side or the region of the umbilicus. Not rarely 
there is a more or less distinctly palpable tumor. 
The diagnosis of peptic jejunal or gastrojejunal 
ulcer cannot always be made with certainty as the 
findings of gastric analysis as well as the roentgen 
findings have only a very limited significance. 
Particular attention should be paid to the deter- 
mination of points of tenderness and the form and 
function of the gastro-enterostomy. 

The prognosis of peptic jejunal or gastrojejunal 
ulcer is always serious. Of 135 cases, perforation 
occurred in 32. However it was found that the per- 
foration of peptic jejunal or gastrojejunal ulcer does 
not run as unfavorable a course as the. perforation 
of gastric ulcers. In 14.8 per cent of the cases rupture 
occurred into the transverse colon. 
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The pathological findings in the cases reported are 
discussed in detail. The formation of new ulcers in 
the stomach after gastro-enterostomy is interpreted 
as indicating a special predisposition of the patient 
to the development of gastric ulcer. 

Of the various operative methods employed, 
resection of the anastomosis was the most successful. 
Of the 134 patients, 44 died—26 from peptic jejunal 
ulcer and 18 from gastrojejunal ulcer. After inter- 
vention for the elimination of the peptic ulcer the 
mortality was 30.4 per cent, and following resection 
of the transverse colon this percentage was doubled. 

The author has estimated that the formation of 
a peptic jejunal or gastrojejunal ulcer occurs in 
about 1 or 2 per cent of all cases. This figure is so 
constant that he believes it possible to assume the 
existence of a definite group of persons upon whom 
gastro-enterostomy should not be done. However, 
it is impossible to determine previously whether or 
not a person belongs to this group. If there is a 
history of the occurrence of gastric ulcer in several 
members of the patient’s family a distinct predis- 
position to gastric ulcer should be suspected and the 
indications for gastro-enterostomy should be estab- 
lished with particular care. Bone (Z). 


Roeder, C. A.: Acute Inflammatory Obstruction 
of the Terminal Ileum. Ann. Surg., 1928, Ixxxvii, 
867. 

Distention, particularly in the left lower portion 
of the abdomen, accompanied by vomiting and 
signs of dehydration coming on from forty-eight to 
seventy-two hours after an operation for purulent 
appendicitis with peritonitis usually indicates acute 
obstruction of the small intestine. One of the main 
factors responsible for the high mortality following 
such operations is failure to recognize this compli- 
cation and to apply early surgical treatment. 

In a series of twenty-one cases of inflammatory 
obstruction of the terminal ileum due to purulent 
appendicitis and peritonitis which were treated by 
the author there was only one death. The histories 
in these cases were quite similar. The distention 
occurred first on the left side of the abdomen and 
was associated with cramp-like pains. These symp- 
tons began from forty-eight to one hundred and 
forty-four hours after the operation. As the dis- 
tention increased the vomiting became more fre- 
quent and ultimately signs of dehydration appeared. 
The relatively low temperature and the absence of 
rigidity on the left side indicated that the peritonitis 
was not advancing. The pulse rate increased 
rapidly but the temperature was not correlated with 
it. Evacuation of the bowels was unsatisfactory. 

Operation should be performed as soon as the 
condition is recognized. A left rectus incision well 
away from the area of the previous operation reveals 
almost total absence of purulent fluid in the left 
side of the abdomen. The terminal ileum is always 
greatly dilated down to the area in the right pelvis 
where a plastic exudate is found sharply kinking and 
constricting the terminal portion. The author 


“ Santee, H. E.: 


joins the most distal portion of the dilated ileum to 
the sigmoid, usually with a Murphy button to which 
a string which passes into the rectum has been 
attached for traction. Suture anastomosis is more 
desirable than the use of mechanical appliances, 
but when the patient is desperately ill with acute 
obstruction the most rapid method is best. 

Cheever treated his cases by ileostomy through 
the incision previously made for the removal of the 
acutely inflamed appendix, but the author has 
found ileosigmoidostomy so satisfactory that he will 
continue to employ it. 

WittiaM E. Saackteton, M.D. 


Theis, F. V.: An Ileoczecal Enterocystoma Produc- 
ing Partial Intussusception. Ann. Surg., 1928, 
Ixxxvii, 676. 

The author adds another case of ileocecal ente- 
rocystoma to the twenty-two cases already reported 
in the literature. His patient was a man twenty-six 
years of age who gave a history of generalized ab- 
dominal pain of two weeks’ duration which recently 
had become localized in the right lower quadrant 
where a firm, tender, movable mass had developed. 
On the mesial side of the cecum where the mass was 
palpated, the roentgenogram disclosed a filling defect. 
The leucocyte count was 8,o50. The urine and 
stools were negative. 

At operation, considerable regional glandular 
enlargement was found. Resection of the cecum, 
terminal ileum, and ascending colon was done and 
followed by lateral anastomosis of the ileum to the 
transverse colon. Convalescence was uneventful. 

Grossly, the bowel at the ileocecal juncture was 
markedly swollen and hyperemic and presented the 
appearance of an intussusception. When the 
specimen was opened, a soft cystic, globular mass 
was found on the lower and anterior part of the 
ileocecal valve. The cyst contained a large fecolith. 
Microscopic examination of the cyst wall revealed 
two layers of mucous membrane of the small in- 
testine, one lining the cyst and the other covering it. 
The author draws the following conclusions: 

1. Enterocystomata are among the rarest of 
intraperitoneal tumors. 

2. They are congenital in origin and may be 
multiple. They produce intestinal obstruction. 

3. They develop from embryological structures 
indistinguishable from the main lumen of the 
embryonic intestinal canal. 

4. Local excision or resection of the cyst-contain- 
ing portion of the bowel may be necessary to relieve 
the obstruction. Jacos M. Mora, M.D. 


Ulcerative Colitis. 
1928, Ixxxvii, 704. 


Ann. Surg., 


Santee defines ulcerative colitis as an inflamma- 
tory disease of the colon, probably of an infectious 
nature, which is characterized by an extremely 
variable clinical and pathological course ranging 
from the mildest grade of inflammation of the mu- 
cosa to the most marked type of phlegmonous infil- 
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tration that may end speedily in peritonitis and 
death. In the majority of cases it is of the milder 
form and tends toward chronicity with remissions. 
It occurs in men more frequently than women. 
Foci of infection are frequently present. 

Except in cases of ameebic and bacillary dysen- 
tery, a streptococcus or the closely allied Bargen 
diplococcus seems to be the causative agent. 

Pathologically, all grades of infiltration may be 
found, from superficial inflammation to severe 
phlegmonous colitis with perforation and peritonitis. 
The wall of the colon may become greatly thickened 
and later fibrosis may lead to stricture. Polyposis 
and malignancy may occur. 

The symptoms of ulcerative colitis include diar- 
rhoea, colic or tenesmus, fever, prostration, loss of 
weight, and anemia. The stools contain blood and 
pus in varying amounts. The physical findings 
correspond to the duration and severity of the 
disease. The colon is tender and sometimes can be 
felt on palpation. The abdominal tenderness and 
rigidity indicate the degree of peritoneal irritation. 

Sigmoidoscopic examination establishes the diag- 
nosis. First there is a congestion of the mucosa with 
an increased watery secretion. The surface bleeds 
easily. (dema and thickening quickly follow. 
Miliary abscesses then appear. The abscesses rup- 
ture and small, punched-out bleeding ulcers result. 
The ulcers may coalesce to form larger ones with 
irregular borders and undermined edges. They 
may also penetrate more deeply. The ulcers heal 
with scarring which gives rise to the pitted, glazed 
mucosal surface that is considered by some surgeons 
to be pathognomonic of a previous attack. 

X-ray examination may show interference with 
peristalsis, absence of haustral markings, and nar- 
rowing due to fibrosis or stenosis. In acute cases 
there may be local spasmodic strictures. In older 
cases with large ulcerations these areas may be 
brought out in the film after evacuation of the 
barium enema. 

In the treatment, irrigation, topical applications, 
transfusions, a dietary régime, specific vaccine 
therapy, and the removal of foci of infection are 
usually tried before the surgeon is consulted. 
Santee believes, however, that acute, resistant sub- 
acute, and chronic cases should receive the benefit 
of surgical treatment promptly, and that the best 
procedure is a wide cecostomy. Czcostomy places 
the involved colon at rest, permits irrigation, and 
allows closure. Santee performed bowel-opening or 
anastomosing procedures in nine cases. Four of the 
operations were cecostomies. He reports two illus- 
trative cases. 

In the discussion of this paper, MARTIN classified 
ulcerative colitis into three forms: the protozoan, 
the bacillary, and the ulcerative due to the inges- 
tion of toxic substances. With regard to the pro- 
tozoan and bacillary formshe stated that flushing of 
the surface of the bowel will not affect the organisms 
beneath the mucosa, and that when colostomy is 
performed, the diversion of the contents of the small 


intestine and flushing away of the irritative con- 
tents of the large intestine merely create conditions 
more favorable for the body cells. They affect the 
underlying infection only indirectly. In Martin’s 
opinion, it is inadvisable to perform any operation in 
chronic ulcerative colitis until the disease has re- 
sisted medical treatment for a number of months and 
symptoms of a severe exacerbation have made their 
appearance. 

BEER stated that he has had great difficulty in 
distinguishing between the specific amoebic and the 
non-ameebic cases, but that proctoscopy and a study 
of the stools will help. In typical non-ameebic cases, 
proctoscopy reveals punctate ulcers, whereas in 
amoebic cases it may show larger irregular ulcers 
with undermined edges. Not all cases require sur- 
gery. In many, and even in some which are quite 
serious, satisfactory results are obtained from 
medical treatment. Beer prefers valvular cecostomy. 
If this fails, he does a complete ileostomy. Closure 
of the colon is associated with risk as relapses may 
occur, but relapses are easily controlled if ready 
access to the bowel is afforded by valvular cacos- 
tomy. 

NEvHOF stated that in addition to the general 
group of cases of ulcerative colitis there is a group 
in which the patients are seriously ill with marked 
anemia, a septic temperature, tenesmus, and very 
frequent diarrhoeal stools mixed with blood and pus. 
The latter group terminate in death unless some 
measure giving definite relief is employed. Neuhof 
reported a series of six such cases in which he per- 
formed an ileostomy and the operation was fol- 
lowed by rapid recovery. However, he warned that 
in spite of the brilliant immediate result of this 
treatment, a cure may not be obtained for a long 
time after the establishment of complete drainage 
of the small bowel. Maurice Meyers, M.D. 


Petrén, G.: Contribution to the Question of 
Cancer-Coli Diagnostics, with Special Refer- 
ence to the Value of X-Ray Examination. 
Acta chirurg. Scand., 1928, \xiii, 432. 


This article is based on fifty cases of cancer of 
the colon which were treated at Lund’s surgical 
clinic during a period of five years. The author 
discusses the cases from the point of view of diag- 
nosis, reviewing the histories, the abdominal findings 
on palpation, the results of the Weber test of the 
faeces, the findings of rectoscopy, and the results of 
the X-ray examination of the colon. 


Mayo, C. H., and Dixon, C. F.: A New Type of 
Permanent Colostomy. Ann. Surg., 1928, |xxxvii, 
711. 


The formation of a posterior, uncontrolled outlet 
to the large bowel, necessitating a return to diaper 
life, is usually a most serious, unnecessary and 
avoidable procedure. Such an outlet is possibly 
less troublesome if the sigmoid fecal reservoir has 
not been disturbed. Openings in the large bowel 
should be in sight on the abdomen, so placed and 
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constructed that they may controlled by a belt 
without the use of cumbersome apparatus or the 
added burden of frequent cleansing. 

Several types of colostomy have been planned for 
control of the outlet; the principle, therefore, is not 
new. 

In the procedure described by the authors, the 
incision, which is 10 cm. long, is oblique and in line 
with the external oblique muscle, two-thirds below 
and one-third above the iliac crest and 4 cm. 
mesial to the left anterior superior iliac spine. It 
goes through the external oblique, which is spread, 
and the internal oblique, which is opened in the 
center of the incision by separation of its fibers. 
The peritoneum is incised, the hand inserted, and 
the abdomen explored, the liver, spleen, large bowel, 
lymph nodes and pelvis being examined. If the 
colonic stoma is to be temporary, plans are made at 
this time for resection of the tumor at a second 
operation. If the operation is to be a Kraske, a per- 
manent stoma is made. If metastasis has occurred 
in the abdomen, lymph nodes, and liver, colostomy 
alone is advisable. Radium can be used within the 
bowel and roentgen rays over the abdomen. 

Permanent colostomy is carried out by again 
splitting the fibers of the internal oblique about 2 
cm. below the previous opening in this muscle to 
make a muscle flap. The segment of muscle and 
peritoneum so obtained is drawn through an opening 
made in the mesentery of the loop of descending 
colon after its withdrawal from the abdomen. Two 
slight cuts are made, one on each side of the center 
of the opening in the external oblique at right angles 
to the line of the original incision. The two flaps 
thus formed are overlapped through the opening 
in the mesentery and sutured to help strengthen the 
abdominal wall about the bowel at the points of 
emergence and entrance. A skin flap 3 cm. in width 
and 6 cm. in length is lifted at right angles to the 
original incision and on the mesial side at the upper 
end. This skin flap is drawn through the opening 
in the mesentery, returned to its original position, 
and sutured, the bowel being displaced mesially. 

For the first few days gases readily pass through 
the loop and out by the rectum. The loop is not 
punctured with the cautery until after from two to 
four days. To prevent the bowel from making undue 
pressure on the skin flap a wooden tongue-depressor 
is passed through the mesenteric opening. After one 
week the bowel is cut through, 1 cm. being left pro- 
jecting above the skin at each opening. The two 
openings will then be at least 5 cm. apart. The 
lower opening is direct and soon reduces as it is but 


an exit for mucus. The upper opening is a true _ 


sigmoid passing directly downward to the aponeu- 
rosis of the external oblique under the skin flap and 
then turning at right angles to enter the abdomen 
through the external and internal oblique. It is 
easily controlled by a bit of gauze covered by toilet 
paper and a flat rubber pad held in place by a belt 
or binder. The bowels are trained to move once or 
twice a day at regular periods. 
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Deaver, J. B.: Appendicitis. J. Am. M. Ass., 1928, 
xc, 1679. 

Clinically, both for simplicity and for safety, 
appendicitis should be designated only as acute or 
chronic as it is not always possible to make a clinical 
diagnosis which agrees absolutely with the patho- 
logical manifestations. 

The history of acute appendicitis is pain referred 
to the periumbilical region or the epigastrium fol- 
lowed by vomiting which ceases when the pain 
becomes referred to the region of the appendix. 

In about 60 per cent of cases the appendix lies 
lateral to, or behind, the cecum and ascending 
colon and points upward. In about 30 per cent it 
is either in the false or the true pelvis and points 
downward. In about 1o per cent it is below the 
apex of the cecum or along the mesial side of the 
ascending colon, beneath the terminal mesentery 
or ileum, and pointing to the left either downward 
or upward, or above the terminal mesentery and 
ileum, pointing upward and to the left. 

In the most common position of the appendix 
the pain is referred to the region of the caecum or 
high up or to the Join. In the second most common 
position it is referred low down in the abdomen 
and to the left side. When the appendix is in the 
true pelvis, the pain is always referred to the left 
side. In the remaining positions of the appendix 
the pain is referred to the region of the cecum either 
to the left side low down or high up. By gentle and 
light palpation before the occurrence of distention 
it is often possible to determine the position of the 
appendix by following the line of greatest tenderness. 

When the irritation of the peritoneum has become 
diffuse a differential diagnosis may be impossible 
until after the patient has been placed at anatom- 
ical and physiological rest for a few hours. 

The relation of the appendix to the different 
zones of the peritoneum has a bearing on the se- 
verity of the attacks of appendicitis. The possi- 
bilities for absorption and toxemia are greatest 
when the appendix lies lateral to, or behind, the 
ascending colon and has a high position, the pus 
formation under such circumstances being in close 
relation to the diaphragmatic zone, the most im- 
portant peritoneal zone. 

The second most important peritoneal zone is 
central, the intestinal labyrinth, which is often 
spoken of as the “enteronic area.” The third peri- 
toneal zone, the pelvic peritoneum, is the zone 
most tolerant to the presence of infection. The 
peritoneal zone lateral to the cecum is tolerant to 
the presence of pus, and the prognosis of appendi- 
ceal suppuration in this region is more favorable 
than that of a collection of pus on the inner side in 
relation to the coils of small intestine. 

A review of the various conditions which may 
simulate acute appendicitis justifies the statement 
that a diagnosis is not always possible. Any of 
these conditions call, not for delay in order that a 
differential diagnosis may be made, but for immedi- 
ate opening of the abdomen. 
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The most important physical signs in acute 
appendicitis are tenderness and muscular rigidity 
over the area corresponding to the position of the 
appendix. If the patient is asked to take a deep 
breath and then cough, pain will be produced at the 
site of the appendix. Exquisite tenderness is a posi- 
tive sign of pus and a more valuable sign than 
leucocytosis. 

“Left-sided appendicitis” is an incorrect expres- 
sion except in cases of transposition of the abdom- 
inal viscera. In cases with pain on the left side a 
rectal or vaginal examination alone reveals marked 
or exquisite tenderness or the presence of a painful 
mass. Swelling in the suprapubic region may be 
due to a bladder or pelvic collection and is an in- 
dication for the passage of a catheter. 

In dealing with a mass or collection lateral to 
the colon or cecum or below the cecum, the author 
uses an incision carried to the lateral side of the 
swelling which gives an extraperitoneal approach. 
The incision of the peritoneum is made low down 
and beneath the swelling. When the collection is in 
the pelvis, the incision should be made low down 
lateral to the rectus muscle, but when the collection 
is central, the bladder should be emptied and the 
abscess incised through the midline. If an abscess 
is well walled off and the appendix cannot be felt 
or seen, drainage alone is indicated. Very radical 
surgery in this type of case is ill advised. In the 
acute case the author prefers the McBurney in- 
cision or the approach through, or lateral to, the 
rectus muscle, through the semilunar line. 

In Deaver’s opinion, the appendix is the most 
important focus of infection, not excepting the 
tonsils, teeth, and nasal sinuses. 

The most common sites of secondary appendiceal 
pus collections are: (1) the region of the appen- 
dectomy, (2) in the pelvis, (3) beneath the liver or 
diaphragm, (4) centrally in the intestinal labyrinth, 
(5) in proximity to the spleen, and (6) under the 
left diaphragm. These secondary collections cause 
toxemia, intestinal obstruction, and fecal fistula. 

The treatment of acute appendicitis should 
always be surgical, never medical, unless treatment 
by anatomical and physiological rest is classed as 
medical. The latter is the treatment for appendiceal 
peritonitis but not for the simple acute case of 
appendicitis. With the use of local or spinal anzs- 
thesia few contra-indications occur on account of 
serious systemic disease. 

In acute appendicitis the approach to the appen- 
dix should be as direct as possible. The surrounding 
viscera should be carefully packed off with pads, 
and after the cecum has been located the peritoneal 
folds should be used as guides and the ileocecal 
fold traced to the meso-appendix and thence to the 
base of the appendix. A glass drainage tube should 
be carried into the pelvis and any fluid present 
should be aspirated. If a smear of this fluid shows 
organisms, a drain should be left in. 

In cases of circumscribed abscess at the ileocecal 
juncture in which the terminal ileum is thickened 


” 


and stiff and has lost much of its contractility, the 
author evacuates the abscess, removes the appendix, 
introduces a drainage tube, and then does an ileo- 
colostomy to prevent postoperative obstruction of 
the intestines. 

In cases of diffuse peritonitis operation is not 
advisable. Deaver places the patient at anatomical 
and physiological rest by the Murphy-Fowler- 
Ochsner treatment. If the infection becomes local- 
ized, drainage is instituted as soon as it seems 
feasible. Georce A, Cottett, M.D. 


Lockhart-Mummery, J. P., and Dukes, C.: The 
Precancerous Changes in the Rectum and 
Colon. Surg., Gynec. & Obst., 1928, xlvi, 591. 

One of the chief difficulties in the study of the 
etiology of cancer from the clinical standpoint is 
the fact that the disease is seldom seen before the 
late stages when the growth has reached a con- 
siderable size and therefore but little is known of the 
early changes in the normal epithelium which ulti- 
mately result in the transition to malignancy. 

In cases of rectal cancer there is usually nothing 
in the history pointing to a previous condition which 
might have been a forerunner of the tumor. Accord- 
ing to the authors’ experience, neglected piles and 
chronic pruritus do not terminate in-cancer. Chronic 
constipation has also been said to predispose to 
malignancy, but there is no satisfactory evidence in 
support of this view. Therefore, with the exception 
of adenoma, we know of no condition in the rectum 
which terminates in cancer with any frequency. 

Studies made in recent years have shown that the 
etiology of malignancy cannot be elucidated by the 
histological examination of fully developed tumors. 
The changes which occur in the epithelial cells 
before the stage of malignancy is reached must be 
investigated. The authors have found that cancer 
of the rectum is frequently preceded by epithelial 
proliferations similar to those described by Cheatle 
as preceding cancer of the breast. 

The fact has been well established that adenomata 
of the mucous membrane of the large intestine are 
peculiarly liable to undergo malignant change. 
Cases of multiple adenomata or adenomatosis 
eventually show malignant change in one or more of 
the tumors. Multiple adenomata should therefore 
be considered precancerous neoplasms and treated 
as such. 

Microscopic examination of the mucous membrane 
of a piece of bowel excised for cancer often reveals 
irregularities in contour due to localized epithelial 
hyperplasia which represents the first stage of tumor 
formation. This hyperplasia is found most frequently 
in association with multiple adenomata and cancer 
of the rectum and is more apt to be present in the 
neighborhood of a small malignant tumor than a 
large malignant ulcer. It affects an extensive area of 
the bowel extending several inches above and below 
the cancer. 

The term “adenoma” designates a glandular 
tumor visible to the naked eye, but no sharp line of 
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distinction can be drawn between adenoma and the 
hyperplasia under discussion as the latter is an 
adenoma on a smaller scale and an adenoma repre- 
sents only a more advanced stage of hyperplasia. 

The authors give the changes occurring in the 
development of a malignant tumor of the rectum 
as follows: 

1. The appearance of localized patches of hyper- 
plasia which can be seen only with the microscope 
and affect an extensive area of the bowel. 

2. The appearance of a crop of sessile adenomata 
scattered over as wide an area as was affected by 
the initial hyperplasia. 

3. The development of cancer either in one of the 
adenomata or in the neighboring epithelium. 

4. Progressive spread of the cancer accompanied 
by retrogression of the hyperplastic areas and the 
benign tumors surrounding the malignant lesion. 

It is emphasized that not every patch of hyper- 
plasia nor every adenoma develops into cancer. 
The hyperplasia may disappear, an adenoma may 
become pedunculated and be shed, and at any stage 
the onward progress of the condition may 
arrested. 

When adenomata are removed they apparently 
do not tend to recur in the same spot, but other 
adenomata tend to develop in the neighboring 
mucous membrane. The latter arise as the result of 
progressive hyperplasia, not in one spot, but in a 
fairly extensive area of the bowel epithelium. 
Therefore a patient in whom multiple adenomatosis 
has been discovered should be kept under close 
observation. Harry C. Sarrzstein, M.D. 


Rankin, F. W., and Broders, A. C.: Factors In- 
fluencing the Prognosis in Carcinoma of the 
Rectum. Surg., Gynec. & Obst., 1928, xlvi, 660. 


Among the factors of importance in the prog- 
nosis of carcinoma of the rectum are the patient’s 
age and the length of time the growth has been 
present. The latter is difficult to determine accu- 
rately. The most dependable signs calling attention 
to the presence of a rectal cancer are a change in 
the bowel habit and signs of obstruction. 

Fixation influences operability and, in conse- 
quence, the results of operation. In many instances, 
however, fixation is due to inflammatory changes 
rather than direct extension of the malignancy and 
under such circumstances radical maneuvers may 
give unexpectedly successful results. Occasionally 
drainage operations are followed by such subsidence 
of the inflammatory processes that resection can be 
done in cases in which the fixation found at the 


primary exploration was considered sufficient to _ 


render resection impossible. 

The site and character of the growth also in- 
fluence the outcome. Because of their situation 
and type, epitheliomata of the anal canal are 
recognizable early and removed satisfactorily by 
local operation. Neoplasms which are found higher 
up in the rectum are practically always adenocar- 
cinomata. 


The grade of malignancy has a direct bearing on 
the incidence of metastasis, the latter being greater 
the greater the malignancy. It influences also the 
ultimate result, the incidence of good results being 
greater the less the malignancy. 

From a comparison of the influence of metastasis 
and the influence of the grade of malignancy, it is 
obvious that the grade of malignancy is the domin- 
ant factor since the incidence of good results is less 
the greater the malignancy. When the influence of 
the grade of malignancy and the influence of the 
absence of metastasis on the ultimate result are 
considered together, the dominant influence of the 
grade of malignancy is still evident but not to such 
a marked degree as when the grade of malignancy 
is considered with metastasis. 

If the incidence of metastasis increases with the 
grade of malignancy and the influence of the grade 
of malignancy on the ultimate result has been 
established beyond doubt, it is reasonable to assume 
that, in the presence of metastasis, the incidence of 
good results will not be as high as, and the in- 
cidence of poor results will be higher than, when 
metastasis is absent. Furthermore, the incidence 
of good results when metastasis is absent should be 
higher, and the incidence of poor results lower, than 
when metastasis is present. In the cases reviewed, 
the incidence of good results when metastasis was 
present was 20.68 per cent and the incidence of 
poor results was 79.31 per cent. When metastasis 
was absent, the incidence of good results was 57.87 
per cent and the incidence of poor results, 42.12 
per cent. 

Almost as good a result is obtained in cases of 
carcinoma of the rectum of Grade 1 with metastasis 
as in cases of carcinoma of Grades 3 and 4 without 
metastasis. In none of the cases which are re- 
viewed by the authors was a good result obtained 
when the malignancy was graded 4 and metastasis 
was present. 

The influence of the grade of malignancy on the 
duration of life after operation in cases in which 
death occurred from the carcinoma is shown by 
the fact that the average duration decreased as the 
grade of malignancy increased. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Brandberg, R.: The Clinical Aspects of Traumatic 
Injuries of the Liver without Injury of the 
Capsule (Beitrag zur Klinik der traumatischen 
Leberverletzungen bei unverletzter Kapsel). Acta 
chirurg. Scand., 1928, \xiii, 321. 

According to Brandberg, ruptures of the liver 
which extend as far as the capsule without causing 
damage to the latter should be called “‘subcapsular 
ruptures.” Formerly, injuries of this type as well 
as hemorrhage between the capsule and the super- 
ficial surface of the liver parenchyma due to tearing 
of the vessels at the site were generally called ‘‘sub- 
capsular hematomata.” 
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Subcapsular and central ruptures are relatively 
- common injuries, but in most cases the symptoms 
are unimportant and healing occurs spontaneously. 
Only under certain conditions do these injuries 
require operative interference. 

In subcapsular rupture the most extensive hemor- 
rhage may occur beneath the undamaged capsule. 
The capsule is unable to exert a sufficient counter- 
pressure to arrest the bleeding and therefore be- 
comes stretched. It is remarkable to what extent 
it may stretch without being torn. 

An important complication of subcapsular rup- 
ture is perforation into the peritoneal cavity. 
Tearing of the capsule may be caused by hemor- 
rhage as well as by the escape of bile. No small part 
in the rupture may be played by nutritive dis- 
turbances in the decapsulated region. 

In cases of central rupture, only the permanent 
pressure of bile from some torn bile duct of larger 
size can lead to progressive expansion of the rupture 
cavity. It is certainly the permanency of these bile 
pressures, weak in themselves, that causes the firm 
wall of the rupture cavity to give way. The clinical 
picture of this form of central rupture is very 
similar to that present in extrahepatic injury to the 
bile ducts with circumscribed biliary peritonitis. 
The bleeding in a central rupture always seems to 
stop because of the counterpressure in the rupture 
cavity. 

In conclusion, the author says that supervening 
infection may transform subcapsular as well as 
central ruptures into clinically serious conditions. 


Buchbinder, W. C., and Kern, R.: Experimental 
Obstructive Jaundice: II. Modification of the 
Parathyroid Tetany Mechanism in Jaundice. 
Arch. Int. Med., 1928, xli, 754. 

Fairly conclusive evidence that one or more of the 
metabolites arising in obstructive jaundice may 
produce a functional or structural alteration in 
some part of the mechanism producing tetany is 
afforded by the absence of, or diminution in, the 
neuromuscular response under conditions in which 
severe tetany would otherwise be evoked. 

Following thyroparathyroidectomy on jaundiced 
adult dogs and puppies, there is a marked diminu- 
tion or absence of tetany. 

The survival period after thyroparathyroidectomy 
is prolonged, especially in the cases of animals that 
have been jaundiced for some time. 

The acutely jaundiced dog is more susceptible to 
severe and terminal tetany. 

The threshold of nervous excitability is probably 
raised in obstructive jaundice. This is in accord 
with the belief that bile acts as a depressant on the 
central nervous system. SAMUEL Kaun, M.D. 


Barron, E. S. G., and Bumstead, J. H.: The Patho- 
genesis of Early Obstructive Jaundice. J. 
Exper. Med., 1928, xlvii, 999. 

After ligation of the bile ducts of dogs, two dis- 
tinct processes were manifested: (1) the accumula- 


tion of the normally circulating bilirubin in the 
blood, with the characteristic indirect Van den 
Bergh reaction for a period of several hours, and 
(2) the subsequent appearance of the bile bilirubin 
giving the direct Van den Bergh reaction. In the 
authors’ opinion, the first process may be a reflex 
temporary inhibition. The second began before 
any rupture of the bile vessels was apparent. 
Microscopic sections showed the bile capillaries to 
be dilated into the pericapillary spaces. The 
authors suggest that the bile may diffuse from these 
thin-walled pouches into the perivascular lymph 
spaces. 

In early obstructive jaundice, bile first appears 
in the lymph, but exclusion of the thoracic duct 
from the circulation by drainage causes a delay of 
only a few hours in the appearance of bile bilirubin 
in the blood stream. From this it is apparent that 
after biliary obstruction, bile enters the circulation 
by way of both the blood capillaries and the lymphat- 
ics, although the latter route is the more important. 

J. Frank Dovucuty, M.D. 


Wangensteen, O. H.: How Long May Man Live 
with Obstructive Jaundice? J. Am. M. Ass., 
1928, xc, 1683. 

Man ordinarily tolerates mechanical obstruction 
of the common bile duct fairly well. Death from 
obstructive jaundice in the first few weeks of the 
condition is quite rare. After from four to six 
months, however, the condition of patients with 
occlusion of the common bile duct usually deterio- 
rates rapidly and death soon results. 

The author reports the case of a woman thirty- 
three years of age who gave a history of continuous 
jaundice following a cholecystectomy performed 
three and a half years previously. This patient was 
prepared for operation with great care. When the 
abdomen was opened, it was impossible to identify 
any of the extrahepatic ducts. Death occurred five 
days after the operation. 

The findings at autopsy were: (1) complete ob- 
literation of the extrahepatic bile ducts with intense 
icterus; (2) obstructive biliary cirrhosis; (3) per- 
forated duodenal ulcer (chronic); (4) a blind sinus 
from the duodenum to the porta hepatis; and (5) 
acute fibrinopurulent peritonitis. 

The interesting feature of the case was the fact 
that the patient had continued in fairly good health 
for more than three years in spite of most intense 
jaundice. Only during the last seven months of her 
life were her activities materially curtailed. She was 
quite cheerful though her mental faculties were 
somewhat dulled. 

Treves reported the case of a woman who had 
intense icterus from the third to the nineteenth year 
of her life. She looked like an East Indian, was 
mentally dull, and suffered from great mental de- 
pression, dyspepsia, constipation, occasional attacks 
of vomiting, frequent bleeding from the nose and 
gums, and attacks of fever in which the temperature 
rose to 104 degrees F. At operation, the common 
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duct was found to end almost at its origin in a hard 
fibrous nodule. Cholecystenterostomy was followed 
by marked improvement. 

It is suggested that the gradual development of the 
occlusion in such cases permits toleration of destruc- 
tion of the liver tissue to a degree not observed in 
patients who succumb to obstructive jaundice of 
shorter duration. 

The cholamic symptoms appear to be due to the 
destruction of the liver and the diminution of liver 
function occasioned by the obstruction to the bile 
flow rather than to the retention of toxic consti- 
tuents of bile in the blood stream and tissues. 

GeorceE A. CoLitett, M.D. 


Hampson, A. C.: Jaundice of the Newly Born, with 
Special Reference to Physiological Jaundice 
and Grave Familial Jaundice. Guy’s Hosp. Rep., 
Lond., 1928, Ixxviii, 199. 


Hampson states that jaundice occurs compara- 
tively frequently in the newborn. It is found in a 
variety of conditions and is of varying significance. 
In physiological jaundice the bilirubin content of 
the blood at birth is high and the jaundice usually 
appears on the second day of life. The liver and 
spleen are not enlarged, the temperature is normal, 
and the stools are of normal color. The urine may 
contain an excess of urobilin or concretions of 
bilirubin. It is suggested that this condition is 
hemohepatogenous. 

In familial icterus gravis neonatorum the bili- 
rubin content of the blood at birth tends to be 
higher and the jaundice usually appeafs on the 
first day of life. The liver and spleen are not en- 
larged, the temperature is normal, and the stools 
are of normal color. The urine contains an excess of 
urobilin and frequently bilirubin. The condition is 
progressive. In nine cases, which are reviewed, the 
condition was relieved by the administration of 
serum. The author refrained from giving injections 
of whole blood because the red cells are absorbed 
with difficulty and because the absorption of 
hemolytic products would probably tend to aggra- 
vate the condition. From 5 to 10 c.cm. of the serum 
was given daily by intramuscular injection until 
about 30 c.cm. had been administered. 

ARTHUR L. SHREFFLER, M.D. 


Propping: The Operative Findings in Recurrences 
of Gall Stones (Operationsbefunde bei Gallen- 
rezidiven). Zentralbl. f. Chir., 1928, lv, 159. 

The frequency of recurrences after operations for 
gall stones is variously estimated at from 10 to 60 
per cent. The pseudorecurrences, i.e., duodenal 
or pyloric ulcer, appendicitis, colonic spasms, enter- 
optotic and neurasthenic symptoms, and dis- 
turbances due to hyperacidity or achylia after gastric 
resection, cannot be blamed upon the surgeon. The 
author discusses his own cases of true recurrence 
of gall stones. He says that symptoms from ad- 
hesions develop only when some organ is drawn out 
of position, kinked, or stenosed by the adhesions. 
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In two cases of true recurrence of stones a cure 
resulted when the stones were removed by intuba- 
tion and the stenosed papilla was stretched. Steno- 
sis of the papilla without stone formation was ob- 
served only twice and was relieved by transduodenal 
splitting of the papilla and choledochoduoden- 
ostomy. The importance of proper function of 
the sphincter of the papilla in the development of 
secondary symptoms is especially emphasized as 
stenosis may develop from recurring spasm of the 
papilla. In addition there is the persisting cholan- 
geitis which prevents recovery from spasm just as, 
reversely, the spasm favors persistence of the 
cholangeitis. Therefore the condition of the sphinc- 
ter of Oddi must be considered even in the primary 
operation. Sounding through the cystic duct is of 
value, but primary choledochotomy (Kirschner 
method) as a routine measure is not advisable. 

In the discussion of this report, SEBENING re- 
viewed the experiences at the Schmieden Clinic in 
thirty-one cases of supposed recurrence of gall 
stones. In 33.3 per cent, the second operation 
revealed stones in the common bile duct which 
evidently had been left behind in the previous 
operation. Sebening stated that stones left behind 
in the common bile duct may not cause symptoms 
for years. In seven of the cases reviewed a cicatri- 


.cial stenosis of the common bile duct was found, 


and in every instance the duct was opened and a 
T-drain introduced. The choledochoduodenostomy 
of Goetze gave good results especially when the 
stenosis was high up near the edge of the liver. In 
two cases the papilla was found to be inflamed and 
thickened and the biliary passages markedly 
dilated, but no cause was demonstrable. Three 
other patients with dilatation of the common bile 
duct without recognizable cause were cured of their 
symptoms by choledochoduodenostomy. In two 
cases, suppurative cholangeitis with inflammatory 
thickening of the wall of the common bile duct was 
present. In several cases adhesions were the only 
findings. ‘Twice, pyloric stenosis was found with 
an unchanged condition of the common bile duct. 
Most frequently the second intervention was under- 
taken about one year after the first operation. The 
shortest period was four days and the longest 
twenty years. The assumption that extirpation of 
the gall bladder predisposes to pancreatic complica- 
tions was not supported by the findings at operation 
for recurrence. 

FLOERCKEN stated that in his opinion the results 
of operations for cholelithiasis are considerably 
better than those of operations for chronic chole- 
cystitis, pericholecystitis, stasis of the gall bladder, 


“etc. Of patients treated for cholelithiasis, 80 per 


cent are entirely freed of symptoms, whereas of 
those treated for the other conditions only 50 per 
cent are rendered symptom-free and many have 
functional disturbances. Therefore great caution 
must be observed in operating in cases in which 
the cholecystographic report is negative. For test- 
ing the patency of the sphincter of Oddi, Floercken 
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regards the Payer irrigation test as the best. He 
stated that when the patency is doubtful, a duo- 
denocholedochotomy should be done. Of ten cases 
in which cholecystotomy had been performed as an 
emergency operation, primary extirpation of the 
gall bladder revealed still other stones in three 
cases, cicatricial stenosis of the papilla in two cases, 
suppurative cholangeitis with pancreatitis in one 
case, and obliteration of the common bile duct with 
tumor at the porta of the liver in one case. Of 
eight cases in which a primary cholecystectomy 
with drainage of the hepatic duct was done, a car- 
cinoma of the hepatic duct was found in one case, a 
persisting biliary fistula in two cases, and stones in 
the common bile duct in five cases. Of the cases in 
which a cholecystectomy and choledochotomy were 
done primarily, an operation for recurrence was 
necessary in four and after primary drainage of the 
common bile duct in two. In cases of primary chole- 
cystectomy and simultaneous choledochoduoden- 
ostomy, an operation for recurrence was never 
necessary. 

SCHMIEDEN reported that in spite of every care, 
symptoms of recurrences after operations for gall 
stones cannot always be avoided, but in contrast to 
the development of postoperative symptoms in a 
few cases, an asymptomatic recovery results in from 
80 to go per cent. He emphasized, however, that 
unnecessary cholecystectomy must be avoided as 
rigorously as unnecessary gastro-enterostomy, and 
that while stasis of the gall bladder is undoubtedly 
a recognizable disease entity, it is exceedingly rare. 

Bove (Z). 


Friesleben, M.: Bacteriological Findings in Extir- 
pated Gall Bladders; with Particular Reference 
to the Enterococcus (Bakteriologische Befunde 
bei extirpierten Gallenblasen; mit besonderer 
Beruecksichtigung der  Enterokokkenbefunde). 
Muenchen. med. Wchnschr., 1928, \xxv, 81. 


After reviewing the literature on the bacteriology 
of the gall bladder the author reports the findings of 
investigations carried out during the last two years 
on Hosemann’s material which included 60 cases of 
acute cholecystitis, 68 of cholelithiasis or chronic 


cholecystitis, 11 of empyema of the gall bladder, 8 of 
engorged gall bladder, and 3 of hydrops of the gall 
bladder. In all, 299 examinations were made. In 
117 cases both the wall and the contents of the gall 
bladder and in 33 only the contents were examined. 
In 44 cases the contents were sterile while the wall 
yielded positive findings. The organisms found were 
staphylococci in 23 cases, streptococci in 7 cases, 
enterococci in 1 case, and non-specific bacteria in 
16 cases. 

The Paratyphus B bacillus was found in 2 cases 
of cholelithiasis. In 1, it was present in the wall of 
the gall bladder and the contents of the common 
duct, and in the other, with the colon bacillus, in 
only the gall-bladder wall. 

The author attaches particular importance to the 
enterococci. He believes that some of the organisms 
reported as streptococci in the table were enterococci 
as they were not examined by the methods necessary 
for the recognition of enterococci (growth in bile 
peptone and tests of thermostability). He reviews 
the literature on enterococci in gall-bladder condi- 
tions and urges that in the future more care be 
taken to differentiate between these organisms and 
streptococci. If it should be found that the entero- 
coccus is often present in infection of the biliary 
tract, another frequent mode of enterogenic infection 
in biliary tract inflammation besides infection by the 
bacterium coli would come to light. 

Friesleben is of the opinion that for the migration 
of enterococci into the bacteria-free or bacteria- 
poor duodenum a change in the chemism of the 
duodenal juice is necessary, and that such a change 
may very well occur more often than the penetra- 
tion of the bacteria into the blood stream. In 
conclusion he states that a study of this subject may 
perhaps throw light on the relationship between 
changes in the intestinal flora and infections of the 
biliary tract. Loeur (Z). 
Ogloblin, A.: Idiopathic Cysts of the Biliary 

Passages (Idiopathische Cysten des Gallenganges) 
Vestnik chirurgii i pogranicnych oblastej, 1927, ix, 177. 

Up to the present time, seventy-one idiopathic 

cysts of the bile passages have been reported. The 
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author reports another. Only seven cases have been 
recorded in the Russian literature. 

The author’s patient was a markedly emaciated 
shoemaker twenty-three years of age whose illness 
began with a high fever, severe pain in the right 
hypochondrium, icterus, and the passage of acholic 
stools. The icterus soon disappeared, but the 
general condition did not improve. At first a liver 
abscess was suspected. At laparotomy, however, 
nothing definite could be found. 

On subsequent recurrence of the fever, a second 
laparotomy was done following a provisional diag- 
nosis of cholecystitis. This revealed a cystic tumor 
which on puncture yielded a clear fluid. As the cyst 
could not be removed completely, only a part of 
its wall was excised and the rest was sutured to the 
abdominal wall. A drainage tube was then inserted 
and fastened with a suture and the abdomen was 
closed around the drain. The operation was fol- 
lowed by death. 

Autopsy disclosed a huge cystic dilatation of the 
hepatic and common ducts. 

The author discusses the etiology, symptoms, 
and treatment of idiopathic cysts of the bile pas- 
sages on the basis of the cases reported in the 
literature and his own case. He believes that the 
cysts are formed from congenital diverticula. The 
best operation for the condition is a primary anas- 
tomosis between the cyst and the duodenum, but 
this can be done only when there is no infection and 
the patient is not too severely ill. In other cases an 
external fistula must be established first and the 
anastomosis performed secondarily. Kocu (Z). 


Herfarth, H.: Prolapse of the Common Bile Duct: 
A Special Form of Chronic Benign Occlusion 
of the Common Bile Duct (Der Prolapse des 
Choledochus; eine besondere Form des chronischen 
gutartigen Choledochusverschlusses). Zentralbl. f. 
Chir., 1928, lv, 130. 

The author has recently seen two cases of occlu” 
sion of the common bile duct in adults which were 
due to a most unusual non-inflammatory mechanism 
without tumor or stone. 

The first case was that of a woman fifty-three 
years of age who gave a history of “gastric pain” 
for three months and icterus for two months. The 
right upper abdominal region was occupied by a 
sharply outlined mass larger than a fist which was 
situated four fingerbreadths below the umbilicus. 
Operation was performed following a diagnosis of 
occlusion of the common bile duct by tumor. The 
gall bladder was found enormously enlarged and 
tensely filled. On the posterior wall of the duodenum 
an apparently polypoid tumor was felt in the 
region of the papilla. A cholecystogastrostomy was 
done. Four days after the operation the patient 
died with increasing somnolence. Autopsy re- 
vealed no separation of the anastomosis. The 
common duct was as thick as the thumb and ex- 
tended in an absolutely cranial direction from the 
pancreas into the duodenum. It perforated the 


wall of the latter as a canal that just admitted a 
4-mm. probe and prolapsed into the duodenum in 
the form of a proboscis. 

The second case was that of a man fifty-one years 
of age who one year previously had suffered an 
attack of colicky pain in the right upper abdominal 
region and vomiting. During the last four weeks 
the attacks had recurred with increasing icterus. 
Physical examination revealed marked jaundice. 
The liver extended two fingerbreadths beyond the 
costal arch and palpation revealed below its edge 
a hard resistance, as large as a child’s fist, which 
moved with respiration. Operation was done on 
the basis of a diagnosis of tumor possibly associated 
with calculous occlusion of the common bile duct. 
The gall bladder was found dilated and tense. 
Puncture evacuated white bile. The common bile 
duct was enormously dilated. It was opened and 
explored, but no stones were found. In the region 
of its ostium a hard mass suggesting a tumor was 
felt. The operation consisted in choledochoduo- 
denostomy. After the operation the patient’s condi- 
tion became worse and death resulted five days 
later with increasing cholemia. At autopsy, the 
common bile duct was found markedly dilated, but 
a probe could not be passed into the duodenum. 
The common bile duct ended blindly and was in- 
vaginated with its blind end into the duodenum, 
pushing the duodenal mucosa before it. The site 
of the ostium of the common duct was so markedly 
constricted that not even the thinnest probe could 
be passed through it. The blind end of the duct 
which protruded into the duodenum covered the 
ostium of the common duct. In addition, the 
ostium was covered by a transverse fold of mucosa 
which, in the presence of great internal pressure, 
must have caused a valve-like constriction. 

The occlusion in these cases must have had a 
common basis as in both instances the results of 
inflammation and the presence of a tumor and of 
stones could be ruled out with certainty. The 
phenomenon in the first case may be described as 
an invagination of the common duct, and that in 
the second case as a prolapse of the wall of the 
common bile duct. ZILLMER (Z). 


Latteri, S.: A Method of Restoring Loss of Sub- 
stance of the Common Duct. Experimental 
Study (Per ricostituire estese perdite del coledoco. 
Ricerche sperimentali.) Arch. ital. dichir.,1928, xx, 541. 

In experiments on dogs, metallic tubes about 2 
cm. long with a groove near each end were passed 
through an incision in the fundus of the gall bladder 
up to the common duct, strong silk or catgut liga- 
tures were tied around the duct at the site of the 
grooves in the tube, the portion of the duct between 
the ligatures was resected with exposure of the 
tubes, and a flap of omentum was wrapped around 
this portion and fastened with a few catgut sutures. 

A cholecystostomy opening was then made and the 

fine metal thread at the upper end of the tube 

brought out through it and fastened to the skin. 
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When the tube was drawn out by the metal 
thread about three months after the operation the 
permeability of the common duct had been restored 
and the new wall was found to be made up of a 
mucous membrane which was almost normal in 
appearance and rested on a base of connective tissue 
derived chiefly from the omentum. The tube had 
carried the bile to the duodenum and allowed the 
omentum to form firm adhesions. An intense pro- 
liferation of epithelium soon began and advanced 
from both ends until the cuff of omentum was lined 
by it. The two threads at the ends of the tube soon 
fell into the lumen. The tube could then have been 
withdrawn but was left in place to serve as a guide 
for the newly formed epithelium and to prevent 
obliteration of the duct. 

In a second series of experiments, trachea of 
guinea-pigs and quills of dove’s feathers were used 
instead of metallic tubes. In these experiments also 
the duct was perfectly restored. 

Aubrey G. MorcGan, M.D. 


Demmer, F.: Rupture of the Spleen and Duodenal 
Ulcer (Milzrupture und Ulcus duodeni). Wien. 
klin. Wehnschr., 1927, xl, 1443. 


Demmer reports a case of spontaneous rupture of 
the spleen caused by a duodenal ulcer. The patient 
was a man forty-three years of age who, for fifteen 
years, had suffered from gastric disturbances, 
hunger pains, and frequent attacks of vomiting 
which occurred usually seven hours after meals. 
Medical and dietary treatment had failed to give 
lasting relief. Shortly before he consulted the 
author, the patient suddenly developed a fever of 
39 degrees C. which was accompanied by nausea, 
headache, and a sense of pressure in the pit of the 
stomach. Influenza was at first suspected, but as 
a zone of dullness extending as far as the umbilicus 
developed in the epigastrium and on the sixth day 
of the illness the patient experienced a sudden pain 
in the epigastrium which caused him to lose con- 
sciousness, a diagnosis of covered perforation was 
made. The pulse was then 120, the rectus muscle 
tense, and the temperature 36.8 degrees C. Im- 
provement was soon noted, however, and operation 
was therefore not undertaken. 

Two days later the attacks recurred, the pain 
zone extended toward the left side, and the general 
condition rapidly became worse. When the author 
was consulted, the patient was in collapse with a 
small pulse of 120, superficial respiration, and a 
temperature of 36 degrees C. The epigastrium was 
tender, hard, dull, and tympanic especially on the 
left side, and a hollow resonance was noted near 
the flanks. A diagnosis of peritonitis due to the 
perforation of a duodenal ulcer and localized chiefly 
to the left side of the abdomen was made. The 


covered duodenal ulcer had evidently perforated 
anew about seven hours previously. 

As transportation of the patient to the distant 
hospital appeared to be impossible, the author 
operated in the patient’s home. Signs of collapse 
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appeared as the patient was being lifted from the 
bed to the table. Laparotomy under ether anes- 
thesia showed constriction of the pylorus and 
duodenum by adhesions, superficial scars in the wall 
of the duodenum, parapyloric glands, and behind, 
and parallel with, the lesser curvature of the stomach, 
a greatly twisted and congested vein leading from 
the hilus of the spleen to the porta hepatis. This 
vein was not thrombosed, but was visibly con- 
stricted by the pancreaticoduodenal adhesions. 
The spleen was considerably enlarged. On its 
convex surface there was a blood clot the size of a 
mandarin, which covered a tear of the capsule and 
parenchyma about 7 cm. long and 2 cm. deep. 
Following extirpation of the spleen, the blood which 
had escaped through the tear, about 114 liters, was 
removed from the peritoneal cavity and, with 
1% liter of sodium chloride solution, was re-infused 
through a vein of the arm while the abdominal 
wall was being sutured. Complete healing occurred 
in about ten days. 

Examination of the spleen failed to yield any 
evidence of malaria or other specific splenic disease. 
The rupture was of the nature of a break rather 
than a tear. The swelling of the spleen was due to 
the congestion caused by the mechanical obstruc- 
tion to the flow of blood in the splenic vein. The 
vascular injury was probably due to influenza causing 
intracapsular hemorrhage which predisposed to the 
rupture of the extremely congested spleen. 

The symptoms of chief importance in the diag- 
nosis were those of internal hemorrhage, rupture- 
pain radiating toward the left shoulder and the 
lower part of the abdomen an the left side, the cir- 
cumscribed zone of dullness, and unilateral tension 
of the abdominal wall on the left side. 

Operative treatment of the ulcer was not con- 
sidered on account of the patient’s precarious con- 
dition. The gastric and duodenal symptoms im- 
proved after the operation, but three years later 
they became somewhat more marked. Roentgen- 
ray examination then revealed rapid emptying of 
the stomach, distortion toward the right, and 
fixation of the posterior wall of the stomach and 
duodenum. The symptoms are so slight, however, 
that operation does not seem necessary. 

Z1PPER (Z). 


Amormino, G.: An Experimental Study of Re- 
generation of the Spleen in the Dog (Ricerche 
sperimentali sulla rigenerazione della milza_ nel 
cane). Arch. ital. di chir., 1928, xx, 559. 

When wedge-shaped pieces were cut from the 
spleens of dogs, the splenic tissue regenerated and, 
in addition to this regeneration, newly formed 
splenic tissue developed in the omentum and lymph- 
oid nodules appeared in other organs, including the 
liver, kidney, and testicles. 

The type of regeneration in the spleen was a re- 
generation by gemmation, and the tissue which 
produced the regeneration in the spleen and the 
omentum was the trophoconnective tissue of the 
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omentum. The omentum is therefore of fundamental 
importance in regeneration of the spleen. The author 
believes that many of the nodules of hemolymphatic 
tissue which are so often found in the abdomen of 
the dog are to be interpreted as splenoid bodies 
rather than hemolymphatic glands. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Levin, I. M.: Abdominal Injuries in Children. 
Ann. Surg., 1928, \xxxvii, 718. 

The author reviews 149 cases of abdominal in- 
juries in children. The symptoms of such injuries 
include abdominal pain, tenderness, and rigidity, 
injury of the abdominal wall, a moderate elevation 
of the temperature, vomiting, and leucocytosis. 
Pallor and a rapid pulse are not necessarily indicative 
shock; shock is associated with a definite fall in the 
blood pressure. Hamaturia indicates injury of the 
urinary tract. Coma from haemorrhage or other 
causes is of serious import. In children, the degree 
of pain is no measure of the extent of an injury. 

Increasing and spreading rigidity is more sug- 
gestive of visceral than parietal damage, and is 
more marked in rupture of hollow viscera and its 
consequent peritonitis than in laceration of solid 
organs and hemorrhage. Fluoroscopic examination 
of the abdomen is of great value in revealing free 
gas in the peritoneal cavity from rupture of the 
intestines. Severe injury to solid viscera—the liver, 
spleen, kidneys, adrenals, and pancreas—is attended 
by massive hemorrhage and early death. The pic- 
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ture of shock from hemorrhage is more prolonged 
than that of shock from the rupture of a hollow 
viscus. 

The absence of injury to the abdominal wall does 
not exclude the possibility of visceral injury. The 
most significant diagnostic criteria are tenderness 
and rigidity. These were present in all of the cases 
reviewed which came to operation. 

The first aim of treatment should be the combat- 
ing of shock by the conservation of body heat, care 
in the handling of the patient if any handling is 
necessary, and hypodermic stimulation. Morphine 
should not be given unless the diagnosis is reasonably 
certain. The most beneficial measure as a pre- 
liminary to operation and in the postoperative 
treatment is blood transfusion. Hypodermoclysis 
of normal saline solution is also of value. In the 
author’s cases, operation is performed under com- 
bined local and general anesthesia. Lacerated 
solid organs may be sutured or packed. When 
hollow organs are ruptured, gross food and fxcal 
matter should be removed, but prolonged cleansing 
of the peritoneum is detrimental. When there is no 
time for extensive resection, ileostomy may be done. 
Drainage is indicated only by the presence of 
suppuration. 

The mortality depends upon the character and 
extent of the visceral damage, the time that elapsed 
between the injury and its treatment, and the age of 
the child. In general, laparotomy is justified when- 
ever there is a reasonable doubt as to the presence 
of visceral injury and the patient’s condition is good. 

Maurice Meyers, M.D. 
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Fornero, A.: Successful Schauta-Wertheim Opera- 
tion in Two Cases of Functional Incontinence 
of Urine and Some Modifications in Its Tech- 
nique (L’operazione di Schauta-Wertheim usata 
con successo in due casi di incontinenza urinaria 
funzionale ce su alcune modificazioni di tecnica). 
Riv. ital. di ginec., 1928, vii, 209. 


As a substitute for the Schauta-Wertheim inter- 
position of the uterus in incontinence, Stoeckel 
has proposed a method in which a ring is formed 
with the pyramidalis muscle and fascia. This may 
be used with or without direct plastic operation on 
the muscle and with or without suprasymphyseal 
or infrasymphyseal drainage. The advantage 
claimed for it is that it can be performed on young 
women without interfering with childbearing. 
However, when Stoeckel’s patients became preg- 
nant after the operation the incontinence recurred. 

Fornero therefore prefers the Schauta-Wertheim 
operation. He reports two cases in which he per- 
formed it successfully with permanent cure of the 
incontinence, but as the patients were forty-six and 
fifty-three years of age there was no question of 
further pregnancies. 

Santi has proposed a modification of the Schauta- 
Wertheim operation that can be performed on 
young women. It resembles Pestalozza’s operation 
in the isolation and suture of the pubic part of the 
levator ani muscle, but differs from the latter in its 
utilization of the umbilico-prevesical fascia. Santi 
dissects the bladder from the anterior surface of 
the uterus until he reaches the vesico-uterine fold 
and then isolates the pubic part of the levator ani 
and brings it to the midline where he sutures it to 
the anterior surface of the cervix. This muscle 
layer is re-inforced by another layer formed by the 
umbilico-prevesical aponeurosis. 

The author has used Santi’s method, slightly 
modified, with complete success. Instead of sutur- 
ing the umbilicopelvic fascia in the midline, he 
detaches.it completely from the wall of the vagina, 
forming two complete lateral flaps and an upper 
cap astride the urethra. This operation can be 
performed on young women and permits later 
pregnancies. Aubrey G. Morean, M.D. 


Hartmann, H.: The Anatomy and Symptomatol- 
ogy of the ‘‘True’’ Endometritis (Zur Anatomie 
und Klinik der ‘“echten’” Endometritis). Arch. f. 
Gynaek., 1927, Cxxxi, 405. 

According to the localization of the infiltration, 
true endometritis may be divided into the following 
3 types: (1) superficial endometritis (acute type); 
(2) infection of the basal layer (chronic form); and 


(3) the type in which, because of damage to the 
basal layer, no new functional layer can be formed. 

This article is based on 400 cases of endometritis 
seen at the Kiel and Rostock clinics. Cases of the 
first type are characterized by round- and plasma- 
cell infiltration of the functional layer, which may 
be either localized or diffuse. The surface is intact 
except for occasional ulcerations, and the deep layers 
are uninvolved. The condition is of very short dura- 
tion as the entire inflamed functional layer is ex- 
pelled during the next menstrual period. The cause 
is an ascending bacterial infection occurring by way 
of the intermenstrual secretion and favored by the 
presence of polyps, fibroids, or carcinoma. The 
menstrual cycle remains undisturbed, and the only 
clinical sign is slight intermenstrual or premenstrual 
bleeding. 

In endometritis of the second type the cellular 
infiltration is localized in the basal layer, and along 
the vessels and glands there are rows of cells ex- 
tending into the functional layer. The most super- 
ficial layer of the latter is not involved. The men- 
strual cycle remains undisturbed, and the develop- 
ment of the proliferating layer is not influenced. 
Occasionally this chronic form of endometritis shows 
evidences of the attacks of inflammation that have 
subsided. It is more of a histological accessory find- 
ing such as may be associated with any genital tract 
involvement without typical clinical signs. 

The third type of endometritis is characterized 
by marked irregularity in the anatomical structure 
of the functional layer as well as in the menstrual 
cycle. The markedly inflamed basal layer becomes 
so insensitive to the stimulation of the ovarian 
hormone that it can no longer develop a functional 
layer. The condition is always an acute inflamma- 
tory process and as a rule is associated with in- 
flammation of the adnexa. With extension of the 
process to the ovaries (follicular abscess), atypical 
and often protracted hemorrhage results. However, 
irregular bleeding occurs also in several types of 
endometritis without disturbance of the ovarian 
cycle. Healing nearly always occurs spontaneously, 
the basal layer again gradually becoming responsive 
to the ovarian stimulation. KESSLER (G). 


Meyer, R.: The Pathology and Clinical Aspects of 
Malignant Chorionepithelioma of the Uterus 
(Beitraege zur Pathologie und Klinik des Chorion- 
epithelioma uteri malignum). Ztéschr. f. Geburtsh. 
u. Gynaek., 1927, Xcii, 259. 

The author reports twenty-one cases of malignant 
chorionepithelioma, classifying them into three 
groups: (1) those with residua of the hydatid 
mole, including two cases with hydatid mole in situ, 
one of which was doubtfully malignant; (2) chorion- 
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epithelioma with a previous hydatid mole; and 
(3) chorionepithelioma without hydatid mole. 

From the pathology it is evident that chorion- 
epitheliomata with long latency are to be desig- 
nated as uncertain. Abortions are overlooked. 
Cases observed in patients of advanced age are 
deceptive. The stroma must be watched. 

The chorionepithelium retains the proliferating 
power of the stage of the trophoblast covering. 
The maternal tissue reacts variously, either with 
marked tissue coagulation, in which the chorionic 
cells also are destroyed, or with passive disintegra- 
tion, just as in the beginning of the normal implanta- 
tion of the ovum, the coagulation corresponding to 
the later stage, the formation of the Witabuch 
fibrin strips. The causal genesis is unknown, but 
the author believes that it does not lie in the ovary. 
The lutein proliferation is absent in the early stages 
of the tumor formation and in elderly women; it is 
a secondary manifestation, a result of the hydatid 
mole and_ chorionepithelioma, and undergoes 
resolution after the removal of the hydatid mole 
and chorionepithelioma. 

The histological diagnosis is discussed in great 
detail. The author states that difficulty begins in 
the analogy with the parallel physiological stages. 
In the early months of pregnancy, disintegration of 
the tissue is physiological. Therefore at this time 
the scrapings obtained by curettage are without 
significance. When such disintegration is demon- 
strated later, malignancy is certain. Only when the 
disintegration of the maternal tissue in hydatid 
mole is very marked can the diagnosis be made in 
the early stages of pregnancy. The chorionepithelial 
proliferation in the hydatid villi is not in itself a 
sign of malignancy, but the longer it persists the 
more should malignancy be suspected. In most 
hydatid moles it disappears. The presence of the 
hydatid mole makes the diagnosis difficult because, 
on account of the presence of villi, the epithelial 
proliferation is favored and maintained. Under 
such circumstances, only the abundance of the 
epithelium and especially atypical forms are sig- 
nificant. Accordingly, examination should be made 
for involution of the epithelium, which is not a sign 
of malignancy such as over-saturation with blood 
and marked vacuolization. 

Even when the chorionepithelial masses adhere 
to the maternal tissue, the interpretation is not 
always simple. Marked tissue coagulation is 
locally a favorable sign. An atypical formation of 
the chorionepithelial masses, especially large 
amounts of fresh syncytium, usually signifies 
malignancy. 


The diagnosis requires consideration of both the © 


clinical and the histological signs. The author 
emphasizes that the possibility of chorionepithe- 
lioma should be considered in every case of hemor- 
rhage occurring after abortion or labor. He states 
that a large number of cases could have been 
operated upon earlier if histological examinations 
had been made and the possibility of a chorionepi- 


thelioma had been borne in mind. Histological 
examination of tissue expelled and curetted after 
abortion and pregnancy is necessary. Even the 
visible metastases on the vulva and in the vagina 
are occasionally overlooked. Although patients 
have sometimes recovered in spite of metastases, 
metastasis should be considered an indication of 
malignancy. Negative findings in curettage are 
not always conclusive as nodes may be _ hidden 
in the depths of the uterine wall. Decidua existing 
for a considerable period of time after abortion 
suggests the presence of the residua of an ovum. 

Examination of the ovaries may also be of aid 
in the clinical diagnosis. 

Meyer stresses the importance of early operation. 
When the patient desires children, the responsibility 
is great, especially in the presence of apparently 
benign metastases. Metastases are always malig- 
nant when they occur without villi, but the presence 
of villi does not always signify that the lesion is 
benign, a view which has been incorrectly attributed 
to the author in the literature. The determination 
of malignancy from the presence of villi is attended 
with such difficulty that even in the case of the 
extirpated uterus with a hydatid mole in situ or 
the remains of a hydatid mole there may be a doubt. 
Individual hydatid villi very often penetrate deeply 
into the blood vessels so that in many cases of 
hydatid mole the preliminary stage of mola hydati- 
dosa accreta is present. Therefore, after the expul- 
sion of the hydatid mole, a few villi remain in the 
wall of the uterus. 

As long as fresh blood is present, the chorion- 
epithelioma continues to grow and the danger of 
embolism and metastasis increases. Even when the 
chorionepithelium degenerates in the extravasal 
villi of the rest of the placenta and even when it is 
destroyed by marked coagulation of the maternal 
tissue, it continues to grow in the intravascular villi 
for a long time. Therefore the retained villi some- 
times become a source of danger. The epithelia 
find their best source of nutrition in the blood, but 
they are malignant only when they cause disinte- 
gration of the maternal tissue in the primary focus 
or in the metastases. It is a biologicochemical 
problem to determine in which cases the maternal 
tissue reacts with solution. This problem is not 
explained by the demonstration of isolated changes 
in the metabolism of the cells, as was done by 
Warburg, and the conditions of the cancerous cell 
changes are not recognized thereby. The metabolic 
change is the result of a transformation of the 
somatic cells to cancer cells, and not the cause of the 
cancer formation. 

The study of malignant tumor formation finds in 
chorionepithelioma a special problem because this 
neoplasm is formed by cell material alien to the host 
and as the “destruction,” the attack, and the defense 
find their prototypes in the physiological embedding 
of the ovum, it is necessary that chemical and bio- 
logical study be most actively applied to that aspect 
of the subject. Meyer (G) 
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Laborde, S., and Roques, A.: Epitheliomata of the 
Cervix After Subtotal Hysterectomy (I[pithé- 
liomas développés au niveau du col de l’utérus aprés 
hystérectomic sub-totale). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 123. 


Twelve cases of epithelioma of the cervix follow- 
ing subtotal hysterectomy are described by the 
authors and are divided into three groups according 
to the condition for which the hysterectomy was 
performed. 

In the first group of cases the cancers, malpighian 
epitheliomata, developed after subtotal hysterec- 
tomy for salpingo-oéphoritis and the period between 
the time of operation and the development of 
neoplasms varied from five to sixteen years. 

In the second group, the hysterectomy was per- 
formed for fibromyoma of the uterus. The can- 
cers in this group also were malpighian epithelio- 
mata, but the period between the time of operation 
and the development of the cancer was much shorter 
than in the first group. In two patients the cancer 
developed after one month, in one patient after 
eight months, in one after a year and a half, and 
in another after three years. 

The third group was comprised of two cases of 
glandular epithelioma. In the first case subtotal 
hysterectomy was performed for epithelioma of the 
body of the uterus and recurrence was noted at the 
end of one month. However, this seemed to be a 
case of propagation rather than of recurrence. The 
second case was one of subtotal hysterectomy sup- 
posedly for fibroma of the uterus, but the authors 
question the correctness of this diagnosis, believing 
that there may have been some malignant trans- 
formation before the operation. They have found 
that these epitheliomata of the stump develop 
rapidly, soon extending to the wall of the vagina, 
and are very difficult to treat. 

In the discussion of this report, SIREDEY said that 
he had never heard of the development of cancer in 
the scar of a total hysterectomy and that statistics 
seem to indicate that total hysterectomy is prefer- 
able to subtotal hysterectomy although the risk in 
the former is considerably greater. 

GAGEY reported that at one time he was treating 
eighteen cases of cancer and that in four cases the 
cancer had developed in the stump following a sub- 
total hysterectomy. He stated that the logical con- 
clusion from these cases would be that total hys- 
terectomy should be substituted for the subtotal 
operation, but that the former operation is much 
more serious. 

Dupont said that he prefers subtotal hysterec- 
tomy with curettage of the stump to total hys- 
terectomy. 

Douay suggested that at least some of these 
cases might have been instances of rapid recurrence 
in the stump instead of new cancers. In a study of 
cases treated since 1919, he found reports of eight 
cases (1 per cent of 100 cases of cancer treated each 
year) of cancer in the stump of a subtotal hysterec- 
tomy. He emphasized the fact that total hyster- 


ectomy is a more serious operation than subtotal 
hysterectomy and expressed the opinion that the 
results of the latter operation can be improved by 
curetting the stump. 

LaporbDE replied that the question cannot be 
settled in this way because the majority of these 
cancers develop on the external instead of the 
internal surface of the stump. 

Auprey G. Morcan, M.D. 


Krebs, C.: Experimental Studies Concerning the 
Radiological Treatment of Cancer Uteri. 
Acta radiol., 1928, ix, 1. 


The author implanted fragments of sarcomatous 
and carcinomatous tissue from mice in the uterus 
and vagina of a woman which were obtained at 
autopsy and then subjected the organs to irradiation 
with radium and the roentgen rays or both. The 
fragments were placed: (1) within the body of the 
uterus, (2) just outside the cervical canal, and (3) at 
a distance of 6 cm. from the cervical orifice. 

All of the tissue placed inside the uterus and most 
of that placed just outside of the cervical canal were 
destroyed, but in the tissue implanted 6 cm. from 
the uterus the irradiation had only a slight growth- 
inhibiting effect. 


Smith, G. Van S., Smithwick, R. H., and Rogers, 
H., Jr.: A Report of Cases of Carcinoma of the 
Cervix Treated between 1875 and 1927 at the 
Boston Free Hospital for Women. Am. J. 
Obst. & Gynec., 1928, xv, 637. 

In a series of 23,781 women examined in a period 
of fifty-one years, carcinoma of the cervix uteri was 
found in 550, an incidence of 2.31 per cent, and 
carcinoma of the corpus uteri in ror, an incidence 
of 0.42 per cent. The ratio between carcinoma of 
the cervix and carcinoma of the fundus was there- 
fore 4.46:1. 

Fifty-two (9.4 per cent) of the women with car- 
cinoma had never been pregnant. In 10.7 per cent 
of the cases there was a family history of malignancy. 

During the same period of time, 2,400 supra- 
vaginal hysterectomies were performed. Eight 
(0.0033 per cent) of the women subjected to this 
operation developed carcinoma of the cervix. The 
2 youngest patients were both twenty-five years 
of age. 

The year 1902 marked a transition point in cancer 
statistics as since then the figures have been more 
accurate because of routine biopsy examinations. 

The authors believe that trachelorrhaphy lessens 
the incidence of cancer since only 6 of 3,650 patients 
subjected to this procedure developed carcinoma, 
whereas 486 of 498 women who developed carci- 
noma had had no cervical repair, 550 of the series 
who had had no cauterization of the cervix de- 
veloped carcinoma, and of 1,150 who had had cau- 
terization of the cervix not one was known to 
develop carcinoma. Preliminary curettage did not 
seem to have an unfavorable effect either in develop- 
ing carcinoma or spreading it. 
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The gross operative mortality in the series was 
4.7 per cent and the curability 5 per cent. Follow- 
up statistics have been collected for periods rang- 
ing from six months to ten years. The treatment 
was hysterectomy alone, hysterectomy plus radium 
irradiation, or radium irradiation alone. Radium 
irradiation alone was given in 193 cases. The 
technique used is described. E. L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Bied!1, A.: The Active Principle of the Ovary (Ueber 
die Wirkstoffe des Ovars). Arch. f. Gynaek., 1927, 
Cxxxii, 167, 221. 

Zondek, B.: The Ovum and Hormone (Ei und 
Hormon). Arch. f. Gynaek., 1927, cxxxii, 176, 221. 

Ascheim: Further Investigations of Hormones and 
Pregnancy. The Occurrence of Hormones in 
the Urine of Pregnant Women (Weitere Unter- 
suchungen ueber Hormone und Schwangerschaft. 
Das Vorkommen der Hormone im Harn der Schwan- 
geren). Arch. f. Gynaek., 1927, Cxxxii, 179, 221. 


BIEDL states that the search for the active prin- 
ciple of the ovary was first rendered successful by 
Stockard’s findings regarding the oestrus cycle of 
rodents. Biedl, however, uses a different unit of 
measurement for the hormone than that employed 
by others. He defines the unit of hormone as that 
quantity which will produce the desquamative 
stage in castrated mice following three equal suc- 
cessive injections given at twelve-hour intervals. 
To accomplish the same result with a single injec- 
tion, seven times the quantity of the active prin- 
ciple is required. One kilogram of fresh ovarian 
substance from the cow yields from 300 to 350 
mouse units. 

Not only the follicles, but also the ovarian residue 
contains the hormone. Whether the corpus luteum 
of the human female contains it is yet to be proved. 
Biedl does not accept Zondek’s theory that only 
the theca cells produce the active principle. He 
states that the presence of a substance with a 
similar action in plants is irrelevant as regards the 
specificity of the ovarian hormone; it is not a 
question of species specificity. As proof of the 
presence of the hormone in the blood, Biedl cites 
the case of a woman with slight symptoms of 
hypothyroidism and multiple myomata in whose 
blood he found 1 mouse unit of hormone per 25 
c.cm. 

Biedl prepares the water-soluble product by 
electrodialysis of ovarian lipoids. In this procedure 
the active principle passes through the filtration 
membrane toward the cathode. A water- and ether- 
soluble preparation known as “‘hormovar” is sold in 
ampoules each containing from 3 to 5 mouse units. 

The hormone is harmless in doses of from 60 to 80 
mouse units and in amenorrhoea gives good results 
when, beginning with the supposed period of men- 
struation, it is injected in doses of 3 to 5 mouse 
units at intervals of two days for a period of two 
weeks. Occasionally it is supplemented during the 


last days by the injection of pituitrin. Following 
this treatment menstruation is re-established and 
occurs regularly even after the injections are 
stopped. It is not yet known whether the hormone 
will exert an effect on animals if given by mouth, 
but in the cases of women its oral administration 
seems to alleviate the symptoms of the menopause. 

Experiments with corpus luteum carried out on 
rats seemed to indicate that corpus luteum con- 
tains a substance antagonistic to the occurrence of 
cestrus as in some instance cestrus failed to occur 
entirely and the animal remained in the pre-cestrus 
stage. This was indicated also by the effect of pro- 
longed treatment with hormovar. In non-castrated 
animals such treatment prolonged the period of 
cestrus and finally resulted in di-cestrus, whereas in 
castrated animals it caused continuous oestrus. It 
is therefore evident that the normal animal possesses 
a principle which is antagonistic to the agent caus- 
ing oestrus. That the male sex glands also contain 
such an antagonistic principle was demonstrated 
by experiments on parabiotically joined animals. 
In such experiments oestrus failed to occur in the 
female animal during the parabiosis but recurred 
after the parabiosis was interrupted. 

Thyroid extracts also have an influence, their 
administration causing first a transitory prolonga- 
tion of oestrus and then a continuous condition of 
di-cestrus. 

With regard to the effect of extract of the anterior 
lobe of the pituitary gland in female animals, Biedl’s 
findings confirmed those of Zondek and Ascheim. 
In the case of the male animal, Biedl noted that it 
caused a considerable inhibition of the growth of the 
testicles. Accordingly, the hormone of the anterior 
lobe of the pituitary gland activates genital function 
only in the female. 

ZONDEK discusses the relationships between the 
hormone and the ovum. In the mouse, oestrus con- 
tinues after total destruction of all of the ova by 
the roentgen rays; therefore the ovum does not 
regulate the hormone. On the other hand, complete 
cestrus can be induced in young animals by follicular 
injections without ripe follicles. By means of 
thallium poisoning the production of hormone can 
be stopped even when follicles with ripening ova are 
present and in spite of the presence of ripe ova 
showing mitotic figures. Therefore the hormone 
does not control the ovum. Both are co-ordinated. 
Extract of the anterior lobe of the pituitary gland 
hastens the ripening of the ova and mobilizes the 
ovarian hormone. Together they constitute a 
functional unit. 

AscHEeIM makes a further report on the presence 
of the ovarian hormone in the corpus luteum of 
pregnancy up to the fourth month in the ova of the 
cow, the placenta, the blood after the fourth month, 
the blood of the umbilical cord, and the milk of the 
first weeks of the puerperium. The hormone of the 
anterior lobe of the pituitary gland is found in the 
decidua parietalis, the corpus luteum of pregnancy, 
the placenta, the blood of pregnancy, the tubal 
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mucosa of the pregnant (but not of the non-preg- 
nant) and, in a series of cases, in the blood of the 
umbilical cord. The excretion of the ovarian hor- 
mone in the urine which in the premenstrual 
period was from 1 to 3 units per liter, increased in 
the first weeks of the puerperium to more than 1,000 
units per liter after it had shown a considerable 
increase since the fourth month. The hormone of 
the anterior lobe of the pituitary gland was demon- 
strable in the urine from the sixth week of preg- 
nancy. Both hormones are growth hormones. As 
the hormone of the anterior lobe of the pituitary 
gland is present in the blood during pregnancy, it 
is possible that conditions due to underfunction of 
this gland might be successfully treated by injections 
of the blood of pregnant women. Moreover, its 
demonstration in the urine may be of value in the 
early diagnosis of pregnancy. Fiescu (Z). 


MISCELLANEOUS 


Seisser, F., and Mau, W.: The Results of the 
Treatment of Carcinoma and the Relation- 
ships of Age to the Results of Treatment and 
the Curative Dose of Irradiation (Ergebnisse 
der Carcinombehandlung und Beziehungen des 
Lebensalters zu Heilungserfolgen und Strahlen- 
heildosis). Strahlenthera pie, 1928, xxvii, 663. 

The authors submit a report on the end-results 
obtained in the treatment of carcinoma at the 
Magdeburg-Sudenburg Gynecological Clinic in the 
period from January 1, 1915 to April 1, 1922. 
During that time, 536 cases of carcinoma were seen 
and 131 were operated upon. 

Of 397 cases of carcinoma of the cervix, 85 were 
operated upon, 21 according to the method of 
Wertheim and 64 by the extended total vaginal 
extirpation method. Of the 21 patients operated 
upon by the method of Wertheim, 13 (61.9 per cent) 
were still alive after five years, and of the 26 operated 
upon by the vaginal method, 26 (40.6 per cent) 
were still alive after five years. Irradiation therapy 
was given in 248 cases; of these, 30 were operable 
cases, 28 were borderline cases, and 190 were in- 
operable. The five-year period of observation was 
survived by 13 (43.4 per cent) of the patients whose 
condition was operable), by 30 (15.8 per cent) of 
those whose condition was inoperable, and by 4 
(14.3 per cent) of those with a borderline condition. 
Sixty-four patients were not treated. From these 
figures it is evident that of the cases of carcinoma 
of the cervix an absolute cure was obtained in 21.6 
per cent. 

During the same period, 40 cases of carcinoma of 
the body of the uterus came under observation. 
Of these, 19 cases were operated upon, (6 of which 
were inoperable), 19 were irradiated, and 2 were 


not treated. After a period of five years, 12 (63.2 
per cent) of the patients operated upon were still 
living, and of those receiving irradiation treatment, 
9 were living, including 1 whose condition was 
inoperable. A cure of carcinoma of the corpus was 
therefore obtained in 52.5 per cent of the cases. 

Of 53 patients with carcinoma of the ovary, 21 
were operated upon, 15 were treated by irradiation, 
and 17 received no treatment. Of those operated 
upon, 6 (28.6 per cent) could be considered cured 
after five years, and of those irradiated, 5 (33-3 per 
cent) were cured at the end of that time. The 
incidence of cure in this group was therefore 20.7 
per cent. 

It is a striking fact that of the 652 patients with 
carcinoma, only 25 were unmarried. The authors 
believe that the frequency of this disease increases 
with the number of pregnancies. Only carcinoma 
of the ovary is most frequent in nullipara. The 
prognosis of carcinoma of the cervix becomes more 
favorable with increasing age. 

Mesothorium irradiation alone gave just as good 
results as combined mesothorium and roentgen-ray 
irradiation. Excochleation previous to the applica- 
tion of mesothorium increased the danger of fistula 
formation. Secondary irradiation improved the 
end-results. 

In an attempt to estimate the doses of meso- 
thorium and roentgen rays given in 309 cases of 
carcinoma of the cervix and 34 cases of carcinoma 
of the corpus in percentages of the skin unit dose, 
the authors found that for the medium critical 
zone the average dose for all cured carcinomata of 
the cervix (operable and inoperable) was about 200 
per cent of the skin unit dose. A constant relation- 
ship of the curative ray dosage to age was demon- 
strable, as this dosage decreased relatively uniformly 
from about 275 per cent of the skin unit dose at the 
age of thirty years to about 125 per cent of the skin 
unit dose at the age of seventy years. For the 
cured carcinomata of the cervix the average dose 
in the middle critical zone was about 120 per cent 
of the skin unit dose. 

In conclusion the authors state that individualiza- 
tion remains the fundamental principle in the treat- 
ment of carcinoma. Careful consideration of the 
local and general findings and of all other factors is 
necessary for the decision as to whether the given 
case should be treated by operation, irradiation, or 
other methods, or whether several of the various 
procedures should be combined. The operative 
cases should be carefully selected. Operative pro- 
cedures are advisable only when there is hope of 
success and not too great danger to life. At present 
the total extirpation of Wertheim is the operation 
of choice, especially as its primary mortality is only 
5-7 per cent. Witte (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Timpanaro, O.: An Unusual Finding Simulating 


Ballottement of the Fetal Head (Rara evenienza 
simulante uno dei segni certi di gravidanza: il 
rimbalzo cefalico vaginale). Clin. ostet., 1928, xxx, 
72. 

The case reported was that of a woman forty-one 
years of age who had had seven pregnancies. 
At the time she was examined by the author 
the patient stated that for about a year her men- 
struation had been scanty though regular and for 
the last six months had become still more scanty 
while her abdomen had progressively enlarged. Her 
physician had made a diagnosis of pregnancy in the 
fifth month and she had gone to an obstetrical 
clinic. The director of the clinic made a diagnosis 
of dermoid cyst of the left ovary and advised 
operation. 

The gynecological examination made by Tim- 
panaro revealed a large vagina with a slight cystocele 
and a somewhat more pronounced rectocele, and a 
small, hard cervix deviated to the left. The body 
of the uterus was normal in size, but was deviated 
to the right by a spherical cyst the size of a child’s 
head, which occupied the left half of the pelvis and 
extended two fingerbreadths above the pubic arch. 
When the cyst was struck with the finger a spherical 
body within it gave the sensation of ballottement. 

Operation revealed a cyst of the left ovary. The 
body within it which gave the sensation of ballotte- 
ment was made up of sebaceous matter and hair. 
There were fibrous, cartilaginous, and bony struc- 
tures adhering to the inner wall of the cyst. 

This case shows the necessity of considering all of 
the signs in the diagnosis of pregnancy. The author 
states that if the patient’s physician had not con- 
fined his attention to the ballottement he could have 
avoided the error in diagnosis. 

Auprey G. Morcan, M.D. 


Jeanneney, G., and Villar, J.: Abdominal Preg- 
nancy and Its Surgical Treatment (La grossesse 
abdominale et son traitement chirurgical). Gynéc. et 
obst., 1928, xvii, 209. 

Abdominal pregnancy usually results from the 
rupture of an extra-uterine pregnancy and is fre- 
quently complicated by signs of false labor. 

Because of the presence of adhesions, it is often 
difficult to palpate an abdominal fetus and it may 
be difficult or impossible to detect the fetal heart 
sounds. The relation of the uterus to the tumor 
should be determined carefully in order to eliminate 
the possibility of an intraligamentous pregnancy. 
In some cases the history characteristic of abdominal 
pregnancy is lacking and the true nature of the 


condition is discovered only at operation performed 
for what was believed to be an abdominal tumor. 
In still other cases the condition may simulate 
peritonitis or intestinal occlusion necessitating an 
emergency operation. 

Today, the diagnosis can generally be made with 
the aid of the roentgen ray. The roentgen examina- 
tion may be facilitated by the intra-uterine injection 
of lipiodol, which will demonstrate the fetal skeleton 
outside of the uterus. 

Statistics show that only 13 per cent of infants 
born of an abdominal pregnancy survive, and only 
8 per cent are normal. The maternal mortality is 
5.7 per cent from the fifth to the seventh month, 
21.6 per cent at term, and 32.2 per cent after term. 
Hence the risk to the mother is too great to justify 
the delay of operation for the sake of a child whose 
chances for survival are exceedingly small. 

The operative procedure indicated is the extrac- 
tion of the child through a median incision. Sta- 
tistics show that extirpation of the placenta has a 
lower mortality than marsupialization as in extir- 
pation there is little danger unless serious hemor- 
rhage resuJts because of vicious insertion of the 
placenta on some of the large vessels or on the 
intestine. 

In conclusion the avthors advocate the use of a 
Mikulicz drain when hemostasis is defective and 
when there is any possibility that placental débris 
has been left in the wound. 

Auprey G. Morcan, M.D. 


Fruhinsholz and Hamant: Myomectomy in Cases 
of Large Fibromata Complicating Pregnancy 
(Myomectomie dans les cas de fibromes volumineux 
compliquant la grossesse). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 290. 

Heretofore the treatment of myoma complicating 
pregnancy has been total hysterectomy, either 
before term, with sacrifice of the fetus, or after 
delivery of the child by casarean section. The 
authors report two cases in which fibromata as 
large as the head of an adult were removed during 
the course of pregnancy. In both, signs of com- 
pression constituted the indication for operation. 
The technique of the myomectomy was very simple. 
In one case the pregnancy continued; in the other, 
the patient died of a heart lesion following delivery 
of the child three days after the operation. It was 
difficult to decide as to the best procedure in the 
second case as the tumor was so large as to necessi- 
tate intervention and the heart lesion was so serious 
that it made operation dangerous. However, 
myomectomy proved to be simple, rapid, and easy, 
and except for a secondary hemorrhage due to the 
vicious insertion of the placenta caused by the 


333 








334 INTERNATIONAL ABSTRACT OF SURGERY 


fibroma, there was little loss of blood. The authors 
are of the opinion that the myomectomy caused less 
shock than would have followed a total hysterectomy, 
and that it was not responsible for either the 
delivery or the death. 

This death was the only one in forty-five cases in 
which the authors performed myomectomy during 
pregnancy. ‘The indication for the operation has 
always been the large size of the tumor or pain. 
The operation is simple and the uterine scar small. 
Myomectomy is the operation of choice for fibro- 
mata complicating pregnancy as it allows the preg- 
nancy to continue and does not prevent future 
pregnancies. Auprey G. Morcan, M.D. 


Fruhinsholz and Hamant: Ovarian Cysts Compli- 
cating Pregnancy (A propos de quelques kystes 
ovariques de la gestation). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 160. 

The authors report a case in which an ovarian 
cyst was removed in the seventh month of pregnancy; 
another, in which a parovarian cyst was removed in 
the fourth month; and a third, in which a dermoid 
cyst adherent in the pouch of Douglas was removed 
in the fifth month through a lateral incision. 

In the first case, the operation was necessitated 
by torsion of the cyst, regardless of the stage of the 
pregnancy, and as the lesion was lateral, a lateral 
incision was made. 

In the second case, a median incision was made 
and the cyst was punctured before its removal. 

In the third case, there was considerable risk of 
causing an abortion. Some obstetricians recommend 
leaving such cysts to be removed at delivery, but the 
authors think it better to risk an abortion than to 
deliver by cesarean section and expose the patient 
to the danger of a uterine scar. A lateral abdominal 
incision is particularly good in cases of cyst in the 
pouch of Douglas as it allows approach to the tumor 
from behind and reduces the risk of injuring the 
uterus and causing abortion. In the authors’ 
opinion, the good result in the case reported was 
due largely to this technique and the use of morphine. 

The authors have operated upon about thirty 
cases of torsion of cysts in pregnancy. Abortion 
occurred in only one. ‘The latter was the case of a 
woman who suddenly developed signs of intestinal 
occlusion in the third month of pregnancy. A 
median incision revealed a multilocular cyst of the 
left ovary which was not responsible for the occlu- 
sion. When the uterus was pushed forward, a multi- 
locular cyst of the right ovary was found. This was 
removed. The three-months-old fetus was delivered 
fifteen days later. Auprey G. Morean, M.D. 


Essen-Moller, E.: Is the Vaginal Czsarean Sec- 
tion Justified in Placenta Previa? Am. J. 
Obst. & Gynec., 1928, xv, 612. 

In a series of 207 cases of placenta previa, Essen- 
Moller performed vaginal caesarean section 27 
times with 2 maternal deaths. One of the deaths 
was due to faulty operative technique (proved at 


autopsy) in which the cervical incision was torn in 
the extraction of the fetus and not sutured. The 
other death was due to thrombosis and embolism 
occurring about a month after the operation. 
Vaginal cwsarean section is a serious operation in 
placenta previa. The operative risk is increased if 
the patient is near term and the fetal head is large 
since under ‘such circumstances the extraction of 
the fetus may extend the incision. However, when 
abdominal cesarean section is contra-indicated and 
the cervix is not dilated, the vaginal operation is 
of advantage. The author believes that vaginal 
cesarean section in placenta previa must be given 
a further trial before precise indications for its use 
can be established. E. L. Connect, M.D. 


Goethals, T. R.: Premature Separation of the 
Placenta. Am. J. Obst. & Gynec., 1928, xv, 627. 

This article reviews a series of 128 cases of pre- 
mature separation of the placenta occurring in 
11,907 hospital cases in the eleven years from 
1916 to 1926. The study was made with special 
reference to the incidence, symptoms, and maternal 
and infant mortality and the relation of the condi- 
tion to the toxemias of pregnancy. The diagnosis 
was made before, during, or after labor. 

The author found that premature separation of 
the placenta occurred about once in 93 or 94 de- 
liveries, and that it was more frequent in multi- 
pare than in primipare, its incidence being about 
69.5 per cent in the former and 39.5 per cent in the 
latter. Sixty-eight of the patients were under thirty 
years of age. The stage of gestation at which the 
separation occurred ranged from the fourth month 
to term, but the complication became more frequent 
as term was approached. 

The most constant sign was frank bleeding. 
The prognosis for the mother was most favorable 
in the cases without external bleeding. 

Uteroplacental apoplexy occurred in 12 cases 
with 2 deaths. Nine of the patients were toxemic 
and 1 was eclamptic. This condition can be identi- 
fied only at abdominal section or autopsy. Uterine 
rigidity occurred in 29.3 per cent of the cases. In 
6.8 per cent there was board-like rigidity, and in 
11.1 per cent no relaxation. In 52 per cent of the 
cases the uterus was soft and non-resistant. Twenty- 
four and two-tenths per cent of the patients were 
toxaemic and 4.7 per cent were eclamptic. 

The maternal mortality was 8.6 per cent, and the 
fetal and neonatal mortality 61.5 per cent. The 
author believes that a toxemic element is active in 
these cases. The nature of the toxin, however, 
has not been determined. E. L. Cornett, M.D. 


Superbi, C.: Tumors of the Placenta (Contributo 
allo studio dei tumori della placenta). Riv. ital. di 
ginec., 1928, vii, 189. 

The case reported was that of a woman twenty- 
three years of age who had had rickets in childhood 
and a year before she was seen by the author had 
been delivered at term with dystocia of a dead 
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child. When the patient entered the hospital at 
the end of her second pregnancy the child was found 
to be in a longitudinal position with the mobile 
head presenting, and examination revealed dis- 
proportion between the head and the pelvis. The 
true conjugate was 8 cm. On the following day a 
living child weighing 3,150 gm. was delivered by 
cesarean section. There was some difficulty in the 
extraction of the placenta as it was adherent to the 
wall of the uterus and could not be removed in one 
piece. It weighed 800 gm. and was round, with a 
tumor the size of an orange at one edge and eighteen 
small tumor nodules. Some of the smaller tumors 
were near the periphery, some at the center of the 
cord, and some lying inside the placenta. The 
author gives a detailed histological description of 
the neoplasms. They included simple angiomata, 
angiofibromata, fibro-angiomata, and soft fibromata. 
The most common complication of such tumors 
is hydramnios, but very large tumors of the pla- 
centa may cause contractions of the uterus with 
interruption of pregnancy. In 109 cases reviewed 
by Siddall, interruption of pregnancy occurred in 
32.1 per cent. In many of them, however, it was 
probably due to the hydramnios. Large angiomata 
may obstruct the fetal circulation and cause en- 
largement of the fetal heart. Viana reported a case 
in which the fetus presented enlargement of the 
heart, particularly the right heart, general oedema 
with effusion in all of the serous cavities, and in- 
tense congestion of all of the viscera, i.e., the typical 
picture of cardiac decompensation. The author did 
not examine the child in this case for enlargement 
of the heart. Auprey G. Morcan, M.D. 


Trettenero, M.: A Case of Intra-Uterine Death of 
the Fetus from a True Knot in the Umbilical 
Cord (Un caso di morte intrauterina del feto per 
nodo vero del funicolo). Riv. ital. di ginec., 1928, 
Vil, 133- 

The case reported was that of a woman twenty- 
seven years old who had had one forceps delivery 
followed by a febril puerperium. In her second 
pregnancy the patient was admitted to the hospital 
for premature rupture of the membranes which had 
occurred with a dilatation of about 2 cm. ‘The 
physician who had been treating her said that from 
the beginning there had been inertia of the uterus 
which was not affected by the usual doses of quinine, 
and that the fetal heart beat had been alternately 
normal and decreased in frequency and sometimes 
could not be heard at all. 

At the time of the patient’s admission to the 
hospital there was complete inertia of the uterus. 
The fetus was in an upright position with its back 
to the left. Its head was high and movable. No 
fetal heart beat could be heard. A small amount of 
greenish amniotic fluid was discharged. There was 
a dilatation of 2 cm. 

_As the fetus was dead, hypophyseal extract was 
given. A dead male infant was delivered. The 
placenta was normal. The cord was ror cm. long 


and wound twice around the child’s head. At a 
point 84 cm. from its insertion in the placenta it 
showed a tight knot which evidently had been tied 
recently and was absolutely impervious to fluid. 
True knots of the umbilical cord are found in 
from 0.4 to 0.5 per cent of deliveries. Sellheim 
says that they are due to the turning of the fetus on 
an extraordinarily long pedicle. One turn causes a 
simple torsion of the cord. On further turns, a loop 
may be formed, and if further turning then occurs 
the child may pass through the loop, tying a true knot. 
When the first disturbances in the fetal heart 
beat were noted in the author’s case with rupture of 
the membranes and mobility of the fetal head, the 
treatment indicated was expectant as the chances of 
saving the child were not great enough to justify 
operative delivery. As the child was dead when the 
mother entered the hospital, the only procedure 
indicated was delivery of the fetus as quickly as 
possible with minimal injury to the mother. If a 
Champetier bag had been used before the knot was 
tied it might have been possible to effect delivery 
before the tying of the knot. The difficulty in such 
cases lies in establishing the diagnosis early enough. 
This difficulty is especially great because knots in 
the umbilical cord are so rare that the possibility 
of their occurrence is not taken into consideration. 
Auprey G. Morcan, M.D. 


Hellmuth, K.: The Amino Acids in the Blood 
During Normal and Pathological Pregnancy 
(Das Verhalten des Blutaminosaeurenspiegels wach- 
rend der Gestationsperiode unter normalen und 
pathologischen Verhaeltnissen); Arch. f. Gynack., 
1927, CXXX, 585. 

The author does not accept Frey’s findings with 
regard to the amino acids in the blood during preg 
nancy. Frey concluded that the amino acids are 
increased during gestation and attempted to sup 
port his conclusion by the findings of Gammeltoft 
and Heesch although in Hellmuth’s opinion neither 
of these investigations permitted such a conclusion. 

In the toxicoses of pregnancy, Frey, using the 

ninhydrin method, found an increase to more than 
twice the normal values. On the basis of his results 
he suggests that the relation of the amino acids of 
the serum to the residual nitrogen might be regarded 
as an indicator of the severity of eclampsia. This 
quotient is rejected by Hellmuth on chemical 
grounds because he has observed no difference 
between the serum and whole blood and because 
Frey’s values cannot be compared with those. of 
other investigators as they are based upon glycocoll 
as the unit for amino acids instead of nitrogen. 
* Hellmuth objects also to the alcohol method for 
protein precipitation. He demonstrated experi- 
mentally that in this procedure some of the amino 
acids of the blood are precipitated by the alcohol 
and that the alcoholic serum filtrate is not surely 
free from albumin. 

Another source of error in Frey’s results was the 
fact that in the colorimetric comparison of the solu- 
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tions Frey did not have a similar hydrogen-ion 
concentration. The glycocoll solution used by Frey 
had a hydrogen-ion concentration of 6.2 whereas 
the normal for blood is 7.56. The characteristic blue 
staining is greatest at a hydrogen-ion concentra- 
tion of 6.97 and decreases rapidly as acidity 
increases. 
In conclusion Hellmuth states that the method 
used by Frey gives no support to the conclusion 
that during pregnancy the amino acids of the blood 
show any considerable variation from the normal 
even under pathological conditions. Kerssier (G). 


Conrad, G.: The Treatment of Perforating Appen- 
dicitis in Advanced Pregnancy (Zur Behandlung 
der perforierten Appendicitis bei vorgeschrittener 
Graviditaet). Zentralbl. f. Gynaek., 1928, lii, 162. 

The author reports five cases of perforating 
appendicitis in advanced pregnancy. In_ three 
cases a diffuse peritonitis developed and in two a 
periappendicular abscess. Of the women with 
diffuse peritonitis, one was in the fifth month of 
pregnancy, one in the seventh or eighth month, and 
one at the end of pregnancy. The women with 
periappendicular abscess were in the sixth month. 

In all of the cases appendectomy was done. In 
the fifth case the appendix had been completely 
destroyed and the opening in the cacum was 
sutured. 

In three cases the pregnancy went to term. In 
one case the patient was out of bed on the tenth 
day and as there was a period of four weeks between 
the operation and delivery it cannot be assumed 
that there was any direct relation between the 
operation and the beginning of labor pains. Delivery 
and the puerperium were normal. 

In the fifth case, that of the patient who was at 
the end of pregnancy, it was impossible to make a 
differential diagnosis between appendicitis, ileus, 
and premature separation of the placenta. Laparo- 
tomy disclosed diffuse peritonitis. Because of the 
impossibility of approaching the appendix on 
account of the size of the uterus and the strong 
adhesions in the region of the cecum, the patient 
was delivered by vaginal cwsarean section after 
provisional closure of the abdominal cavity. After 
the cesarean section the perforation in the cecum 
was sutured and a Mikulicz drain introduced. 
Following temporary recovery the patient developed 
a purulent thrombophlebitis on the left side with 
pulmonary abscesses and general sepsis from which 
she died two and a half months later. 

Because of the good results in four of his five 
cases, the author believes that removal of the 
uterus is not always necessary in perforating 
appendicitis in pregnancy. When this condition 
develops after the eighth month of pregnancy he 
recommends delivery by vaginal casarean section 
followed by laparotomy if the diagnosis is certain 
and laparotomy followed by the vaginal operation 
if the diagnosis is not certain. If the appendix is 
inaccessible because of the size of the pregnant 


uterus or because of adhesions, it is best to close 
the abdominal wound temporarily and delay 
appendectomy until after the vaginal cxsarean 
section. Conrap (G). 


LABOR AND ITS COMPLICATIONS 
Kane, H. F.: The Conduct of Labor. South. M. J. 


1928, xxi, 384. 
Speidel, E.: Obstetrical Emergencies in the Home. 
South. M. J., 1928, xxi, 388. 


KANE, in discussing the conduct of the first stage 
of labor, recommends the use of morphine in 4-gr. 
doses as it tends to soften the cervix and alleviate 
pain and, when properly used, does not slow up the 
contractions. He states further that, in his ex- 
perience, the deleterious effects on the child have 
been over-estimated. Contrary to the usual reports, 
the use of the synergistic analgesia developed by 
Gwathmey at the New York Lying-In Hospital 
has been found by Kane to be somewhat dis- 
appointing. During the second stage of labor, Kane 
has relied upon ethylene and has had no absolute 
failures in 300 cases. 

To obtain an aseptic field, he employs a solution 
of acetone, mercurochrome, and alcohol. Before 
the head is born the patient is placed on a douche 
pan in order to prevent feces contamination. Pro- 
phylactic forceps are used in the cases of al! primi- 
pare and also in those of multiparze when there is 
any appreciable delay. In cases of occiput-posterior 
presentation, manual rotation and forceps delivery 
are resorted to when the natural forces seem in- 
sufficient. Early perineotomy is recommended in 
the interest of both the mother and the child. The 
median incision is usually employed because of the 
ease of the repair, although in some cases the lateral 
incision is advisable because of the danger of com- 
plete laceration. 

Vaginal examination as compared with rectal 
examination does not tend to increase the mor- 
bidity and is of added advantage because it permits 
more accurate determination of the mother’s 
condition. Frequent auscultation of the fetal heart 
will save many infants should distress indicate the 
necessity for rapid delivery. 

SPEIDEL outlines the fundamental requirements 
of home obstetrics. He believes that in the usual 
emergency the doctor should have assistance, and 
that the time required to obtain help, although not 
ideal, gives an opportunity for proper preparation 
which is far more desirable than a rapid, poorly 
arranged intervention. Adequate equipment and 
careful asepsis and antisepsis are essentials which 
are as important as a correct determination of the 
presentation position and the size of the pelvis. | 

A high forceps delivery should never be done in 
the patient’s home as it is fast becoming a rare pro- 
cedure even in well-organized maternity hospitals. 
When version is indicated, deep surgical anesthesia 
with full dilatation and retraction of the cervix 1s 
an absolute prerequisite. If a foot is to be brought 
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down through an incompletely dilated cervix, the 
rest of the delivery should be left to the natural 
forces. Face presentations should be managed by 
version. Breech extraction should always be aided 
by suprapubic pressure as more infants are lost by 
traction on the neck and rapid delivery than by 
asphyxia due to slow, careful manipulation. 

Cases’ of placenta pravia should always be 
treated in a hospital if possible. If a tight vaginal 
pack and adhesive strips are placed from the fundus 
to the symphysis, the patient may be transported 
easily. If this cannot be done, rupture of the mem- 
branes and small doses of pituitrin to stimulate con- 
tractions are recommended. Bag induction requires 
the constant attention of a doctor as spontaneous 
delivery following expulsion of the bag is the excep- 
tion. Morphine and magnesium sulphate should 
be carried for the treatment of eclampsia. Phle- 
botomy or rupture of the membranes may be used to 
control the hypertension if the patient is in labor. 
Prolapsed cord and transverse presentation require 
carefully performed version. 

The third stage of labor should not be hurried. 
The signs of separation should be awaited and only 
when there have been no signs of separation after 
two hours and simple expression, the Credé method, 
and pituitrin have failed, should the placenta be 
removed. Kane believes that pituitrin should not 
be used until the placenta has been expelled. 

Both Kane and Speidel consider aseptic technique 
the chief essential for success regardless of whether 
the patient is delivered at home or in a well- 
equipped hospital. Donatp G, ToLterson, M.D. 


Duentzer, E.: Ruptures of the Symphysis Pubis 
During Labor (Symphysenrupturen unter der 
Geburt). Arch. f. Gynaek., 1928, cxxxiii, 159. 

The author reports three ruptures of the sym- 
physis pubis, two of which occurred in spontaneous 
delivery and one of which followed the application 
of high forceps. 

CasE 1. The patient was a primipara forty-two 
years of age who had normal pelvic measurements. 
A child weighing 3,000 gm. was delivered sponta- 
neously after a labor lasting eight and a half hours. 
Because of weakening of the fetal heart sounds, the 
midwife forced the woman’s legs strongly against 
her abdomen during the last three labor pains. Im- 
mediately after delivery the patient complained of 
pain throughout the pelvis and anteriorly over the 
symphysis. She was brought to the hospital be- 
cause of puerperal fever. At the hospital, the im- 
mobility of the legs and the gaping of the symphyseal 
cleft led to a diagnosis of symphyseal rupture and 
this diagnosis was confirmed by the roentgenogram. 
After a four months’ stay in bed for migrating 
parametritis, the patient was discharged cured. 

In the author’s opinion, the factor predisposing 
to the rupture during the spontaneous delivery in 
this case was insufficient loosening up of the liga- 
ments due to the patient’s age, and the exciting 
factor was the forcible compression of the legs 


against the abdomen which increased the tension 
in the pelvic ring. To the probably incomplete 
rupture of the ligamentous apparatus which oc- 
curred during the labor there was added the trauma 
caused by changing of the bedding, changes in the 
patient’s position in bed, and the transportation of the 
patient to the hospital. 

CasE 2. The patient was a primipara thirty- 
eight years of age who had sustained an injury in 
the region of the pubic symphysis twenty years pre- 
viously. She was delivered spontaneously at her 
home of a child weighing 3,000 gm. after a labor of 
four hours. A few minutes before delivery a crack- 
ing noise was heard and the patient felt as if some- 
thing had torn. Four months after her delivery she 
consulted her physician because of pain in the sacral 
region and the involuntary escape of urine. The 
findings of cystoscopic examination were negative, 
but the roentgenogram showed the symphysis to be 
ruptured and the right ileosacral cleft to be widened. 
In this case the factors predisposing to the rupture 
included, in addition to the patient’s age and the 
consequent rigidity of the parts, the trauma sus- 
tained twenty years before and secondary injury 
from careless movement during the puerperium and 
too early rising after delivery. 

CasE 3. The patient was a primipara twenty- 
five years of age with a somewhat hypoplastic con- 
stitution, general pelvic contraction of the first 
degree, and an abnormal position of the fetal head 
(sacral occiput). High forceps were applied because 
of sudden weakening of the fetal heart sounds. A 
compound rupture of the symphysis resulted with 
the characteristic injury at the introitus vagine 
closely anterior to the urethra. The puerperium 
was febrile, but recovery resulted. 

In conclusion, the.author states that many such 
injuries occurring during labor may be avoided by 
early diagnosis. In most of the cases in which the 
injury is recognized late, the initial partial rupture 
which occurred during the labor was followed by a 
second, more extensive rupture caused during the 
puerperium by changing of the bedding or occurring 
when the patient got up. Kasortu (G). 


NEWBORN 


Debiasi, E.: Statistics on Intra-Uterine Puericul- 
ture (Note statistiche sulla puericultura intrauter- 
ina). Clin. ostet., 1928, xxx, 94. 

The author states that the interest now being 
taken in the illegitimate child should begin before 
his birth. In support of this contention he presents 
tables from the Maternity Institute of Verona show- 


-ing that when the mothers spend the last two months 


of pregnancy in the Institute, the percentage of 
poorly developed low-weight children is reduced 
from 50.63 to 21 per cent and the incidence of pre- 
mature deliveries is reduced from 19.2 to 3 per cent. 
Even in the cases of married mothers, whose condi- 
tions are more favorable for the child than those of 
unmarried mothers, there is a considerable reduction 
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in the percentage of children who are underweight 
and born prematurely. 

r The figures show that in the last months of preg- 
nancy the mother needs a life that is tranquil, a 
regular diet, activity that is not too fatiguing, hy- 
gienic surroundings, and suspension of sexual rela- 
tions. All of these requirements can be met in 
properly conducted maternity institutions but not 
in the homes of the poorer classes. The author 
therefore advocates the establishment, in every com- 
munity, of an institute where mothers, and particu- 
larly unmarried mothers, can receive proper care 
during the latter months of pregnancy. 

Auprey G. Morcan, M.D. 


Péhu and Policard: Syphilitic Osteochondritis in 
the Newborn (Sur |’ostéochondrite syphilitique du 
nouveau-né). Bull. Soc. d’obst. et de gynéc. de 
Par., 1928, xvii, 256. 

There are several degrees of syphilitic osteochon- 
dritis of the newborn. In the first degree the line of 
ossification is wavy and irregular. Histologically 
there is no great change in the cartilage and the 
epiphyseal center of ossification is normal. The zone 
of calcification is increased in breadth toward the 
epiphysis. This stage shows a characteristic roent- 
gen picture. The diaphyseal end of the bone is 
marked by a black line about a millimeter in width. 
Next to this there is a pale gray zone. 

In the second degree the lesions are still more 
characteristic. There is a corn-yellow or ochre zone 
about a millimeter in width with sinuous edges, then 
a red band of about the same width, and then a 
yellow band. The red zone is due to excessive calci- 
fication or beginning gelatiniform softening of the 
metaphysis immediately adjacent to the line of 
ossification. ‘The red color is due to invasion by 
connective tissue and vessels, making up a granula- 
tion tissue. ‘There is considerable disturbance in 
the architecture, and the bone trabeculz are irregular. 

In the third degree the metaphysis and the cartil- 
age are considerably changed; granulation tissue is 
found interspersed throughout and there are hol- 
low spaces in the head of the bone and in the 
diaphysis. If the granulation tissue is poorly vascu- 
larized and therefore poorly nourished, gummata 
result. The architecture is disturbed and there is 
what is called detachment of the epiphysis, though 
the break is really in the metaphysis some milli- 
meters from the line of ossification. There is 
generally little or no displacement. These changes 
occur chiefly in the long bones of the limbs. 

The chief site of the disease in syphilitic osteo- 
chondritis is the joint cartilage. There is a distur- 
bance of calcification with insufficient bone formation 
and increased absorption. This results in the forma- 
tion of a spongy tissue that is not very solid, which 
explains the occurrence of fracture on slight trauma- 
tism. Ossifying periostitis is merely a later stage of 
the disease. There is also a form of ossifying perios- 
titis caused by rickets, but in this condition the 
roentgen picture shows the signs of rickets. 


In conclusion the authors state that a systematic 
roentgen examination for syphilitic osteochondritis 
should be made in all cases in which congenital 
syphilis is suspected. Aubrey G. Morean, M.D. 


MISCELLANEOUS 


Doederlein, A.: Practical Obstetrics of the Last 
Seventy-Five Years (Aus der praktischen Geburts- 
hilfe der letzten 75 Jahre). Muenchen. med. 
Wchuschr., 1928, |xxv, 42. 

Doederlein quotes Hirsch as stating that the 
mortality among women due to childbirth in the 
last twenty years has been 3 deaths per 1,000 
deliveries or 4,502 deaths per year. If to these 
figures is added the number of deaths from puer- 
peral fever after the ninth day, it is found that 
every 6,000 of 1,509,000 pregnant women die as a 
result of labor and its sequela. The mortality from 
puerperal fever amounts to 1.63 deaths per 1,000 
deliveries or 2,609 deaths a year. For every fatal 
case there are 4 or 5 severely sick patients who 
recover only after an illness lasting for months. 
Therefore, from 15,000 to 20,000 women are severely 
sick with puerperal fever each year. 

The infant mortality at the present time amounts 
to 3.2 per cent (45,000 stillbirths), exclusive of the 
fatalities in miscarriage. If we add thereto the 
number of deaths occurring in the first nine days 
as the result of complications of labor, we find that 
90,000 infants die yearly from these causes. 

The total maternal mortality depends primarily 
upon the examining and operating hand of the 
obstetrician and the midwife. ‘The chief danger 
comes from without and lies in every touch of the 
hand.” The confidence in the absolute safety of the 
methods for disinfecting the hand which Ahlfeld 
placed in his hot water and alcohol method and 
which has been shown by investigations of the 
Leipzig and Tuebingen schools to be utopian, is a 
thing of the past. However, Doederlein takes the 
stand that general prohibition of internal examina- 
tion is inadmissible even for the midwife, and that 
rectal examination is merely a makeshift. He 
believes that in the training of students and mid- 
wives it is a mistake to recommend the rectal method 
as a routine. According to his views, the exclusive 
use of gloves supplied in sterile packages and pre- 
pared under perfect technique is of value. This 
prophylactic measure against puerperal fever has 
been found effective in several thousand tests in 
Doederlein’s clinic where hundreds of practitioners, 
candidates for examination, and student midwives 
examine women in labor every year. However, It 
is not entirely sufficient since any foreign body that 
is introduced into the genitals in sounding, packing, 
or metreurysis becomes covered within a short time 
by vaginal bacteria against which bactericidal sub- 
stances such as iodoform and dermatol are useless. 
Therefore none of these foreign bodies should be 
left in place any longer than is absolutely necessary. 
Laminaria bougies should be left in place no longer 
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than three or four hours, metreurynters at the most 
six hours, packing at the most six hours and with- 
out repetition, and packing in cases of atonic 
secondary hemorrhage from one to two hours at 
the most. 

In this connection, Doederlein discusses the ques- 
tion of autogenous infection. He states that re- 
search on the growth of bacteria within the genitals 
has demonstrated that we need have no fear on this 
point in a physiological labor. The practice of 
thoroughly disinfecting the genitals both without 
and within is therefore no longer followed. 

The practical obstetrician who attempts to con- 
trol eclampsia and placenta praevia with the in- 
sufficient aids afforded in the home assumes a 
great responsibility. This applies also to labor 
when the pelvis is narrow. The possibility of spon- 
taneous delivery of a full-term child ceases with a 
true conjugate of 8 to 7.5 cm. Disregard of this fact 
in practice invites failure. However, the greatest 
difficulty in the establishment of the proper indica- 
tions is encountered in cases in which the pelvis 
exceeds these limits, especially when the true con- 
jugate approaches the normal of 11 cm. Spontane- 
ous delivery of a living infant occurs in 80 per cent 
of these cases, but indiscriminate waiting is never- 
theless dangerous. The possibility of spontaneous 
birth depends essentially upon the size of the child, 
and Doederlein states that we are as yet unable to 
estimate this with certainty. The question as to 
how long to wait is difficult to settle. Doederlein 
says: “Do not let the sun sink twice upon a woman 
in labor.” 

Finally, the author takes up the subject of opera- 
tive obstetrics. According to Hirsch, about 10 per 
cent of all labors are ended by operative methods, 
particularly delivery by section. The frequency of 
forceps deliveries is only 50 per cent greater than 
formerly and morcellation operations have not in- 
creased. Furthermore, the maternal mortality 
after operative deliveries has diminished by two- 
thirds in the last thirty-five years and by half in the 
last twenty-five years. The results so far as the 
child is concerned have not changed. The maternal 
mortality following sectional delivery, which should 
be done only in the clinic, has been reduced by 
four-fifths. 


The obstetrical measures employed most fre 
quently in the home are the application of forceps, 
version, and extraction. Forceps are still misused 
and complaints are still heard regarding them. 
Doederlein repudiates axis traction and the Kjelland 
forceps and says that one should not expect much 
from such interventions as prophylactic version 
and the induction of artificial abortion. The patient 
must be taken to the clinic, and if the physician sees 
the case too late for an incisional delivery, he must 
resort to morcellation. This is makeshift obstetrics 
but cannot be avoided. 

Some of the recent improvements in obstetrics 
are considered by Doederlein as being among the 
most important advances in the last decade. He 
repudiates the Braun cranioclast but recommends 
the very markedly improved combined instruments 
which allow both cephalotripsy and cranioclasis. 
For decapitation in the transverse position the saw 
is the best instrument. The author considers it 
wrong to state that decapitation of the after-coming 
head should never be done in pelvic presentation. 
If the introduction of the instrument is made very 
difficult because of the high position of the head, 
narrowness of the pelvis, and the large size of the 
child, the trunk should be cut into. The cephalo- 
triptor can be then applied easily. 

For delivery of the after-coming head, Doederlein 
recommends the use of the forceps and is convinced 
that this procedure can save many children who 
would otherwise die as a result of futile efforts to 
deliver the head with the hand. For cases in which, 
after the delivery of the head, the delivery of the 
body is obstructed by the breadth of the shoulders, 
Doederlein recommends the twisting of a towel 
around the neck and strong downward traction. 
If this does not succeed, he cuts into the head so 
that it can be extracted by the easily approached 
and extended arms. 

The author concludes that just because clinical 
obstetrics is progressing more and more in the 
direction of incisional procedures which can only 
rarely be carried out by the obstetrician without 
special surgical training, we are more than ever 
obliged to take into consideration the development 
of obstetrics in the home and make it equal to all 
emergencies. Fuetu (G). 
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ADRENAL, KIDNEY, AND URETER 


Habein, H. C.: Perinephric Abscess. \/iniucsola 
Med., 1928, xi, 292. 


Abscesses of renal origin are caused by pyo- 
nephrosis, lithiasis, tuberculosis, and traumatic 
rupture. Those of extrarenal origin are the result 
of metastasis largely to the renal cortex, followed by 
direct extension to the perirenal tissues. 

Perinephric abscess frequently follows such in- 
fectious conditions as boils, carbuncles, tonsillitis, 
dysentery, and abscess. The organisms from these 
lesions find their way into the blood stream and 
many of them are excreted through the kidneys. If 
the organisms are of high virulence and the kidneys 
are unhealthy, small cortical abscesses may form 
which go on to abscess formation. The author -be- 
lieves that such metastatic cortical abscesses second- 
ary to superficial infection are the most frequent 
cause of perinephric abscess. 

The clinical course of perinephric abscess is best 
divided into two stages, that of symptoms only 
and that of symptoms and localizing signs. ‘The 
diagnosis is rarely made until localizing signs have 
developed. The symptoms are localized pain, fever, 
chills, leucocytosis, and the general appearance of 
sepsis following a previous superficial infection. 

Forty-four cases of the extraremal type of peri- 
nephric abscess are analyzed. The ages of the 
patients ranged from fourteen to sixty-three years 
and the disease was most common between the ages 
of twenty and thirty years. ‘Thirty-six of the 
patients were males. In all of the cases there was a 
significant loss of weight. ‘The urine was normal 
except for a trace of albumin and occasional pus 
cells and, in one specimen, sugar. The average 
hemoglobin in the group was 53 per cent and the 
leucocyte count varied between 12,800 and 34,400. 
The abscess was found on the right side in thirty- 
one cases and on the left side in thirteen. Pain 
over the site of infection was present in all. In three 
cases, there was no tenderness over the area of the 
abscess on palpation. In 69 per cent, a tumor was 
palpable. Three of the forty-four patients died, a 
mortality of 6.8 per cent. 


Frey, H.: Experimental Studies on the Sensibility 
of the Adrenals to the Roentgen Rays (Unter- 
suchungen ueber die Roentgensensibilitact der 
Nebennieren). Acta radiol., 1928, ix, 23. 

Frey has tested the roentgen-ray sensibility of 
the adrenals of guinea pigs by radiating a small part 
of the back with doses of from 100 to 500 per cent 
of the skin unit dose. The animals were killed at 
various times up to three months after the radiation 
and then examined. Only male animals were used 


because, in the female, associated radiation of the 
ovaries is unavoidable. Correlations between the 
adrenals and the ovaries are recognized, but their 
nature has not been fully determined. 

Frey found that, in the doses used, the roentgen 
rays have no direct effect on the adrenals (with the 
exception of a transient hyperemia and the effect 
of the mitosis). There were no changes in the struc- 
ture of the nucleus and protoplasm of the cortical 
cells or in the affinity for chromium or the amount 
of lipoids. The quantitative histological analysis 
showed no changes in the organs as a whole or in 
the individual parts of the tissues. No atrophy was 
seen. In only one of the twenty-six animals used in 
the experiments were there changes which resembled 
those described as direct effects of radiation, but 
these were undoubtedly indirect and mostly post- 
mortem changes. 

In three animals which had lost weight, some 
reduction in the lipoid content was recorded as well 
as quite a small augmentation of the mitosis from 
twenty to twenty-four days after the radiation, but 
both of these phenomena result also from mere 
inanition and cannot be considered direct effects of 
radiation. 

The author concludes that the statements in the 
literature as to the direct damage to the adrenals 
caused by the roentgen rays and radium are not 
according to fact. He believes that it is a question 
of an indirect and not a direct specific or elective 
effect of the rays. In his opinion, all warning against 
therapeutic radiation of the kidney region on 
account of the great sensibility of the adrenals is 
unfounded. 


Desjardins, A. U.: The Effect of Irradiation on the 
Suprarenal Gland. Am. J. Rocnigenol., 1928, xix, 
453- 

Much of the experimental work bearing on the 
biological action of irradiation of the suprarenal 
glands is of doubtful value because it has been 
based on unfounded assumptions, and many of the 
records of such experiments are full of unwarranted 
deductions. Experiments on animals show that 
the roentgen rays may cause pathological changes 
in the suprarenal gland, but only when strong doses 

‘doses well beyond the therapeutic range for 
human beings—are used. The pathological altera- 
tions affect chiefly the cortical portion of the gland. 
Changes may occur also in the medulla, but this 
portion of the organ is distinctly less susceptible to 
irradiation than the cortex. 

In spite of the morphological disturbances in the 
suprarenal produced by irradiation under experi- 
mental conditions, the health of the animals was 
not deleteriously influenced. Therefore, since the 


340 





of 


rec 


. se Be Te 





GENITO-URINARY SURGERY 341 


uprarenal factor influencing blood pressure is 
chiefly a product of the medullary cells, the con- 
tention that irradiation can diminish blood pressure 
in hypertension is not well founded. The same con- 
sideration makes it difficult to accept the idea of 
Dresel and Beumer that irradiation of the supra- 
renal glands can diminish the blood sugar in diabetes, 
or the belief of Holfelder and Peiper that acute 
suprarenal insufficiency manifested after irradiation 
in five cases could be attributed to pathological 
alterations in the suprarenal glands induced by 
such irradiation. There does not appear to be much 
basis for the contention that the suprarenal gland 
is particularly sensitive to irradiation or more 
sensitive to it than the small intestine. The evidence 
points clearly in the opposite direction. 


Bolliger, A.: Renal Function Tests with Sodium 
Thiosulphate and Sodium Iodide: An Ex- 
perimental Comparison with the Phenol- 
sulphonephthalein Test. Arch. Int. Med., 1928, 
xli, 642. 

Bolliger compares sodium thiosulphate and 
sodium iodide with phenolsulphonephthalein. These 
three drugs were injected together intravenously, 
the output of each then being determined in a 
specimen of urine taken two hours later. The out- 
put of thiosulphate varied from 50 to 66 per cent 
and the output of iodine (after the injection of 1 
gm.) from 40 to 80 mgm. The output of phenol- 
sulphonephthalein remained within the normal 
limits. : 

In pregnant dogs from twenty to forty days 
before delivery, the output of all three drugs was 
greatly reduced. The sodium iodide test after two 
hours was found to have no diagnostic value in 
chronic nephritis or as a test of renal function. 
Sodium thiosulphate showed a striking similarity 
to phenolsulphonephthalein in chronic nephritis. 

The author recommends the combination of 
sodium thiosulphate and phenolsulphonephthalein 
in tests of renal function. 

BENJAMIN F. Rotter, M.D. 


MacKenzie, D. W., and Hawthorne, A. B.: Renal 
Aplasia and Hypoplasia. Canadian M. Ass. J., 
1928, xviii, 502. 

Renal aplasia occurs with sufficient frequency to 
be borne in mind in the study of non-functioning or 
very poorly functioning kidneys. It appears to be 
more common on the left than the right side. 
Occasionally, pain is referred to the side of the aplas- 
tic kidney. Kidney operations should not be under- 
taken without previous cystoscopic examination 
and complete evidence of a second kidney. The 
authors report six cases of aplasiic kidney. 

Case 1 was that of a patient who was admitted to 
the hospital complaining of frequency, dysuria, 
chills, fever, and pain in the right loin. A diagnosis 
of acute pyelonephritis on the right side was made 
and pyelotomy and nephrotomy were done. Neph- 
rectomy was not considered as the condition of the 


left kidney had not been ascertained. Later inves- 
tigation showed it to be absent. 

In Case 2, there was a history of frequency for 
two years with burning on urination and at inter- 
vals, a colicky pain on the right side. A diagnosis of 
closed renal tuberculosis was made. Operation 
revealed an aplastic kidney. 

Case 3 was that of a patient who complained of 
severe pain in the left loin, frequency, and burning 
on urination. A diagnosis of destruction of the kid- 
ney, probably of tuberculous origin, was made. 
Operation revealed an aplastic kidney similar to 
that in Case 2. 

Case 4 was that of a patient who was admitted to 
the hospital on the fourth day of an attack of 
anuria, complaining of pain on both sides. X-ray 
examination was negative for calculi. At cystoscopy, 
neither ureter could be fully catheterized to the renal 
pelvis. Operation revealed an aplastic kidney on the 
left side and a stricture of the ureter and hydro- 
nephrosis on the right side. 

In Case 5, operation disclosed a large pyonephro 
sis on the left side, and at autopsy an atrophied, 
aplastic right kidney was found. A radical operation 
on the left kidney would have caused death. 

In Case 6, the diagnosis was tuberculosis of the 
left kidney, probably with marked destruction of 
kidney tissue. Operation revealed an aplastic kid- 
ney with a large pyo-ureter. 

C. Travers Streprra, M.D. 


Orth, O.: Clinical Experiences in Cases of Tuber- 
culosis of One Kidney and Toxic Nephritis of 
the Other (Klinische Erfahrungen bei Tuberkulose 
der einen und toxischer Nephritis der anderen Niere). 
Zischr. f. urol. Chir., 1927, xxiii, 435. 

The author reports upon cight cases of tuber 
culous destruction of one kidney with simultaneous 
toxic injury of the other. The toxic injury of the 
other kidney was manifested by the albumin content 
of the urine which ranged from 2.5 to 8 per cent. In 
two cases there was a simple elimination tuberculo- 
sis, that is, the kidneys excreted tubercle bacilli 
without being themselves affected by tuberculosis. 
After unilateral nephrectomy the nephritis subsided 
in all of the cases. Even in those that were on the 
verge of uremia before the operation the albumin 
content of urine decreased to from 1 to 3 per cent. 
Functional tests of the remaining kidney showed 
that it recovered sufficiently to meet all demands. 

These cases demonstrate that in unilateral renal 
tuberculosis a nephritis of the non-tuberculous 
kidney is not to be regarded as a contra-indication 


-to removal of the tuberculous kidney as the toxic 


nephritis will not subside until after the tuberculous 
kidney has been removed. This holds true also for 
cases of unilateral elimination tuberculosis, but in 
true bilateral tuberculosis operative interference is 
indicated only when there is great danger from 
hemorrhage. Patients subjected to nephrectomy 
should be kept under observation for years. 
ROSENBURG (Z). 
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Iselin and Verliac: Renal Tuberculosis without 
Tuberculosis of the Kidney Pelvis or Ureter; 
Secondary Infection with Colon Bacilli (Tuber- 
culose rénale exclue sans lésion tuberculeuse du 
bassinet et de l’uretére; infection secondaire par le 
coli-bacille). J. d’urol. méd. et chir., 1928, xxv, 145. 


The authors report the case of a boy sixteen 
years of age who complained of urination every 
quarter of an hour accompanied by violent pain. 
Twelve years before he had had an attack of 
hematuria with clots and since that time there had 
been recurrences of the condition at intervals. 

At the time of his admission to the hospital the 
patient was suffering from cystitis accompanied by 
a high fever and headache. The cystitis was due to 
pyogenic organisms. Cystoscopic examination re- 
vealed no ulceration and bilateral catheterization no 
retention in either kidney. The urine from the left 
kidney was clear, while that from the right was 
turbid. Bacteriological examination of the urine 
from the right side showed colon bacilli but no 
tubercle bacilli. 

As the results of functional tests of the left kidney 
were satisfactory, the right kidney, which was large 
and painful, was removed. Its lower pole, pelvis, 
and ureter were found to be normal, but the upper 
part had been transformed into four irregular 
cavities which did not communicate with the pelvis 
or the ureter and contained caseous matter and pus. 
Histological examination established a diagnosis of 
ulcerocaseous tuberculosis. The lower part of the 
kidney revealed subacute chronic pyelitis and the 
presence of colon bacilli. This case therefore 
demonstrated that a colon bacillus infection and 
tuberculosis may exist at the same time in the same 
kidney. 

In the discussion, LEGuEu said that the authors’ 
conclusion is of importance because it has generally 
been believed that tuberculosis and colon bacillus 
infection of the kidney cannot coexist. Doubtless 
many patients have been treated for a colon bacillus 
infection which was only a secondary condition, 
while tuberculosis of the kidney was neglected. 

Marion said that this coexistence of pyogenic 
infection and tuberculosis is fairly well recognized 
by genito-urinary surgeons but not by practitioners. 
However, the presence of an aseptic pyuria does 
not always mean that tuberculosis is also present. 
Marion has seen cases which were not tuberculous, 
as shown by the results of functional examination 
and the fact that the patient recovered. He said 
that this type of aseptic pyuria is found particularly 
in cases in which many crystals are eliminated in 
the urine. Auprey G. Morcan, M.D. 


Barney, J. D.: Conservatism in Renal Surgery. 
New England J. Med., 1928, cxcviii, 661. 


Barney states that today the floating kidney is 
operated upon only when it is painful or involved 
by hydronephrosis or infection. 

In cases of hematogenous infection, supportive 
treatment may be sufficient. If operation becomes 


necessary, it may often be limited to decapsulation 
with drainage of cortical abscesses. In the treat- 
ment of multiple cortical abscesses, simple decapsu- 
lation is of great value. 

Formerly, aberrant renal blood vessels were cut, 
sometimes with disastrous results to the portion of 
the kidney with which they were associated. It is 
now known that in many cases the obstruction at 
the ureteropelvic juncture can be relieved by simple 
decapsulation with suture of the kidney into a new 
and more favorable position. 

In cases of pyonephrosis in which nephrectomy 
would be fatal, nephrostomy done under local novo- 
cain anesthesia may be followed by quick recovery 
after the evacuation of the pus and thorough drain- 
age of the kidney. 

Traumatic rupture of the kidney may call for im- 
mediate nephrectomy, but before this operation is 
undertaken an examination must be made to deter- 
mine whether the kidney that is injured is the only 
one the patient possesses. In determining the time 
for operation the surgeon should consider the blood 
pressure and the rate and quality of the pulse. 

In conclusion the author says that the kidney 
seems to lend itself very well to cutting and tearing 
procedures, a fact which is surprising because of its 
very abundant blood supply and the impossibility 
of suturing its raw surfaces accurately. 

Louts Gross, M.D. 


Hartmann, H.: A Pyelo-Ureteroplastic Operation: 
Result After Twenty-One Years (Opération 
plastique pyélo-urétérale: résultat aprés vingt et un 
ans écoulés). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 328. 


Hartmann reports a case of infected hydronephro- 
sis on the right side in which he split the constricted 
ureteropelvic juncture longitudinally and sutured it 
transversely. Two months after the operation it 
was found that the right kidney secreted only after 
pressure upward over the lumbar region and that the 
urea secretion of the left kidney was two and a half 
times that of the right kidney. Twenty-one years 
later, ureteral catheterization revealed the same 
relative urea secretion. The right ureter was slow 
in starting to discharge, but when once the flow was 
begun it was normal. Micuarr L. Mason, M.D. 


Bacharach, J.: Successful Heminephrectomy in a 
Case of Double Ureter and Double Renal Pelvis 
(Eine gelungene Heminephrektomie bei verdoppel- 
tem Ureter und Nierenbecken). Zéschr. f. urol. Chir., 
1927, Xxili, 165. 

The case reported was that of a fourteen-year-old 
girl who had had dribbling of urine from birth in 
addition to normal urination. Examination re- 
vealed, 2 mm. below the urethral orifice, a small 
fistulous opening from which clear urine escaped 
drop by drop. An inserted ureteral sound entered a 
long canal. Pyelography showed a twisted, greatly 
dilated ureter with its lower end distended to form a 
sort of pouch which, above, communicated with 
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a thickened oval renal pelvis. Cystoscopy showed a 
normal ureteral opening on each side. This case was 
therefore one of double ureter on the left side with 
an abnormal opening in the lower pyelonephritically 
altered portion of the kidney. 

At operation, an accessory ureter the width of the 
little finger was found running to the upper pole. 
The kidney, which in other respects was single, 
possessed one main artery and two main veins. 
Heminephrectomy of the upper half was performed 
after previous ligation of the vessels leading to it. 
The specimen presented necrosis, inflammatory 
infiltration, and pyenonephritis in addition to col- 
largol infiltration of the uriniferous tubules from the 
pyelographic examination. The operation was fol- 
lowed by smooth recovery. BrueEtr (Z). 


Lissowskaja, S. N.: The Causes of Meteorism of 
the Intestines and Acute Dilatation of the 
Stomach After Operations on the Kidneys 
(Sur les causes du météorisme intestinal et de la 
dilatation aigué de l’estomac aprés les opérations 
sur les reins). Arch. d. mal. d. reins et d. organes 
génilo-urinaires, 1928, iii, 231. 

The author calls attention to two conditions 
which often follow operations on the kidneys: one, 
paralysis of the intestines, and the other, acute 
dilatation of the stomach with signs of occlusion of 
the duodenum. ‘These complications are more 
frequent after operations on the kidney in which 
the peritoneum is not opened than after operations 
on the gastro-intestinal tract. The gastro-intestinal 
complications usually develop about the third day 
after the operation. Their severity does not run 
parallel with the seriousness of the kidney opera- 
tion. As a rule the symptoms begin to decrease 
after a short time, but in some cases they have 
terminated in death. The author reports three cases 
with sins of occlusion of the duodenum. 

In Lissowskaja’s opinion, these phenomena are ex- 
plained by the relation of the renal aponeurosis to the 
abdominal vessels, the solar plexus, and the semi- 
lunar ganglia. The renal aponeurosis helps to form 
the vessel sheaths and is in immediate contact with 
the nerve plexuses and ganglia surrounding the 
vessels. Therefore the trauma of a kidney opera- 
tion, particularly an operation on the left kidney, 
has an effect upon these nerves. The imbibition of 
blood in the perirenal fat extends along the vessel 
sheaths, and if there is infection the inflammation 
extends in the same way. The semilunar ganglia 
and solar plexus then become affected and paralysis 
of the intestine results. The paralysis generally 
does not occur until the third day because the 
propagation of the hemorrhage or infection along 
the vessel sheaths requires a certain length of time. 

Stenosis of the duodenum accompanied by vomit- 
ing and dilatation of the stomach is explained by 
the spread of haemorrhage or infection along the 
sheaths of the superior mesenteric vessels, which 
causes an increase in the volume of the vessels pass- 
ing in front of the third portion of the duodenum 
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with resulting compression of this portion of the 
intestine against the spinal column. When the two 
conditions are present simultaneously, both in- 
testinal paralysis and occlusion of the duodenum 
occur. Auprey G. Morcan, M.D. 


Giuliani, G.: Constriction and Dilatation of Both 
Ureters After Subtotal Hysterectomy (Res- 
tringimento e dilatazione dei due ureteri dopo ister- 
ectomia subtotale). Arch. ital. di urol., 1928, iv, 209. 


The author reports a case in which subtotal hys- 
terectomy was followed by painful tenesmus. By 
means of diagrams he shows how bruising of the 
ureter is possible in this operation. When compres- 
sion of the ureter is continued for some time a cica- 
tricial ring is formed which interferes with ureteral 
function. The ureter dilates above the stricture, its 
wall thickens, and pain along the ureter results from 
obstruction to the outflow of the urine. On cysto- 
scopic examination, the erection of the mouth of the 
ureter which normally precedes the ejaculation of 
urine cannot be seen. The failure of ejaculation 
to occur is due to the fact that at a distance of 1 or 
2 cm. from the orifice of the ureter the muscle fibers 
are no longer capable of contracting because they 
are compressed by the newly formed connective 
tissues. 

The treatment is progressive dilatation of both 
ureters by catheters of increasing size. 

Aubrey G. Morcan, M.D. 


Miles, L. M.: Ureteral Stricture in the Female. 
Minnesota Med., 1928, xi, 390. 


Miles reports nine cases of ureteral stricture in 
women. In three, a nephrectomy was performed. 
In two, suspension of the kidney was done to relieve 
symptoms other than those due to the stricture 
itself. In one case a ureteral calculus was removed 
with retrograde dilatation of the stricture, and in 
another an operation was done for relief of the 
stricture. 

Ureteral stricture is a common condition in the 
female. It presents a fairly definite syndrome with 
fairly definite physical findings, but can be diag- 
nosed positively only by cystoscopy and ureteral 
exploration with bulbed catheters and the aid of 
the X-ray. 

Aggravated bladder symptoms should suggest 
trouble in the kidneys or ureters and lead to their 
exploration. Strictures of long standing result in 
damage to the kidney which may be so extensive 
as to render nephrectomy necessary. 

Consistent and persistent treatment of ureteral 
strictures will often result in permanent cure or at 
least great improvement in the condition. 

Louis Gross, M.D. 


Barney, J. D.: The Clinical Aspects of Uretero- 
vaginal Fistula. J. Urol., 1928, xix, 591. 


Barney reports the case of a woman forty-nine 
years of age who sought treatment for vaginal leak- 
age of urine. Following a delivery by forceps about 
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twenty years previously, catheterization was neces- 
sary and the leakage of urine began shortly there- 
after. Subsequently, the leakage stopped for a 
while, but after a second delivery fifteen months 
later, it recurred, together with the ‘formation of a 
sac with stones in it.” Since that time it had been 
more or less constant. After a third delivery, fif- 
teen years ago, three stones were removed from a 
“pocket” in the vagina. Thereafter, the patient 
was entirely comfortable except for the incontinence. 
In July, 1926, two stones “embedded between the 
vagina and rectum” were removed. Two weeks 
later, the pain in the vagina recurred and another 
stone was found. 

The leakage of urine was constant but varied in 
amount. It was least marked in the recumbent and 
sitting positions. The urine was normal, and except 
for urination every hour by day and occasionally 
once at night, there were no urinary symptoms. 

Pelvic examination showed the leakage to come 
from a fistulous opening in the left wall of the vagina, 
about 3 cm. from the cervix, which was partially 
filled by a white, fairly hard stone. In the left 
cul-de-sac there was definite thickening with slight 
tenderness. 

Cystoscopy was negative. The injection of 
methylene blue into the bladder did not stain the 
fluid leaking from the fistula. Catheterization of 
both ureters withdrew clear urine from both sides. 

Ureteropyelography revealed, low in the pelvis 
just to the left of the median line, an irregular 
shadow of increased density well outside the ureter. 
It showed also a ribbon-like shadow of increased 
density extending from the lower portion of the left 
ureter upward along the course of the ureter to the 
upper portion of the sacrum, dipping down into the 
pelvis, and communicating with the shadow first 
described. This was interpreted as a bifid ureter 
communicating with the kidney substance in the 
true pelvis. 

At operation, a preliminary cystoscopic examina- 
tion was done and a catheter passed up the left 
ureter. When the stone was removed from the 
vaginal sinus, no opening other than that into the 
vagina was found. A median suprapubic extra- 
peritoneal incision was then made. The left ureter 
appeared normal, but in the depths of the pelvis 
there was a mass of dense scar tissue in which the 
ureter was so firmly embedded that its isolation 
seemed impossible. No aberrant vessels, bifurcation 
of the ureter, or other abnormality was found. As 
nephrectomy did not seem justifiable, the operation 
was terminated and the patient was discharged from 
the hospital in about the same condition as when 
she entered. 

The author concludes that he was probably deal- 
ing with a fistula of the lower end of the left ureter 
connecting with the vagina either directly or by 
means of a sinus in the pelvic cellular tissues. The 
absence of ureteral stricture, obstruction, and abnor- 
mality suggests that the fistula did not involve the 
entire lumen of the ureter but was a lateral opening. 


As the possibility of vesicovaginal fistula was ruled 
out by failure of the methylene blue injected into the 
bladder to stain the urine leaking from the fistula, 
the case was probably one of fistula from either a 
supernumerary pelvic kidney or the ureter. 

Louts NeEuweE Lt, M.D. 


McKenna, C. M.: Transplantation of the Ureter. 
J. Urol., 1928, xix, 527. 

Burns, J. E.: Extraperitoneal Re-Implantation of 
the Ureter into the Bladder. J. Urol., 1928, xix, 
541. 

McKENNA agrees with Coffey that because of 
metastases, hydro-ureter, and poor kidney function, 
transplantation of the ureter is not advisable in the 
late stages of cancer. He gives a preliminary report 
of the results of this operation performed on fourteen 
dogs and in one clinical case. He believes that before 
the operation is performed extensively its functional, 
bacteriological, and pathological results should be 
studied further. 

Of the first five dogs subjected to the procedure, 
four died. Death was due, not to the method, but to 
errors in technique such as failure to draw the ureter 
far enough into the lumen of the bowel and too great 
tension on the ureter which resulted in suppuration 
at the site of transplantation and ascending infection 
to the kidney with resulting acute pyelitis and gen- 
eral peritonitis. When such errors were avoided, the 
urine emptied freely into the lumen of the bowel and 
the dogs made a good recovery. 

The clinical case in which the operation was per- 
formed was that of a woman forty-one years of age 
who developed a fistula of the left ureter following an 
operation for fibroids. The patient made an un- 
eventful recovery with good function on the side 
operated upon, and five months later appeared to be 
in perfect health. 

McKenna draws the following conclusions: 


1. For transplantation of the ureter, the Coffey 
technique is the method of choice. 

2. A more extensive study of the functional, bac- 
teriological, and pathological results of the operation 
is necessary. 

3. Transplantation of the ureter into the large 
bowel should be done more frequently in the treat- 
ment of cancer of the bladder. ; 

4. The Coffey operation is the procedure of choice 
for exstrophy of the bladder. 

Burns believes that re-implantation of the ureter 
into the bladder should be done extraperitoneally 
whenever possible as in the use of this technique leak- 
age of urine into the peritoneal cavity is avoided, 
there is little or no shock, extraperitoneal and extra- 
vesical drainage can be established readily, the blad- 
der can be placed at rest by suprapubic drainage, the 
continuity of the urinary tract is uninterrupted, and 
the resulting function of the ureter is almost normal. 

He emphasizes that drains should always be placed 
to the line of suture in the ureter or bladder. Bladder 
irrigations, if given at all, should not be started 
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earlier than the third or fourth day as before that 
length of time there is danger of separating the adhe- 
sions between the lower end of the ureter and the 
bladder. All spaces such as the space of Retzius 
should be drained with large cigarette drains. As a 
rule drains may be removed at the end of forty-eight 
hours. 

Two cases in which the extraperitoneal operation 
was performed with successful results are reported. 

Joun P. O’NeEIL, M.D. 


Coffey, R. C.: Transplantation of the Ureters into 
the Large Bowel. Northwest Med., 1928, xxvii, 
303- ; 

The author has successfully performed simulta- 
neous transplantation of both ureters into the large 
bowel. He first renders the large bowel aseptic by 
drainage and irrigation as this prevents the occur- 
rence of violent reactions and considerably reduces 
the mortality. The best results are obtained when 
the ureters are implanted at different levels. 

Simultaneous transplantation of both ureters into 
the large bowel is an essential step in the radical 
removal of cancer involving the uterus and bladder 
or the bladder and prostate. In inoperable cases of 
cancer of the bladder and prostate it is of value as 
a palliative measure. It is indicated also in cases of: 
(1) exstrophy of the bladder, (2) incurable vesico- 
vaginal fistula, (3) perineal fistula such as occur in 
certain serious diseases of the bladder, (4) scarred 
contracted bladder with severe pain, (5) incurable 
incontinence of urine, and (6) extensive ulcerations 
of the bladder of tuberculous or other origin in 
which it can be demonstrated that at least one 
kidney is sound. 

In conclusion the author says that the operation 
is justifiable in any condition in which the bladder 
is hopelessly diseased or completely useless as a 
reservoir, but should be undertaken only by those 
who are skilled in abdominal and intestinal surgery 
since, unless every feature of the technique is car- 
ried out with meticulous care, it is associated with 
danger. MAuvRIce MELTzeER, M.D. 


BLADDER, URETHRA, AND PENIS 


Legueu, F.: Diffuse Phlegmonous Pericystitis (Les 
péricystites phlegmoneuses diffuses). J. d’urol. 
méd. et chir., 1928, xxv, 97. 


The first case of diffuse perivesical phlegmon re- 
sulting from prostatitis was reported by the author 
in 1913. Though there has been some discussion of 
the condition in the literature since that time, no 
new cases have been reported. Legueu has seen only 
three new cases. He reports these briefly. 

The disease is associated with a marked change in 
the general health with great weakness, a high fever, 
and deep infiltration which causes subumbilical pain 
occurring spontaneously and on pressure on both 
sides of the abdomen. There may be no superficial 
signs of accumulation of fluid or phlegmon, and there 
Is no redness or other change in the skin except pos- 


sibly slight oedema. Rectal examination causes pain 
and may reveal swelling, cedema, or crepitation. 

In the presence of the syndrome described, a 
laparotomy should be done at once with opening of 
the space of Retzius and the perivesical cavity and 
the establishment of drainage on both sides of the 
bladder. It is well also to inject into the wound a 
few cubic centimeters of a serum made up of anti- 
gangrene, antiperfringens, and anti-oedematiens 
bacillus sera. Legueu believes that recovery in 
two of his cases was due in part at least to the use 
of such a serum. Auprey G. Morcan, M.D. 


Culver, H., and Baker, W. J.: Perivesical Suppura- 
tion. J. Urol., 1928, xix, 689. 

Perivesical suppuration is suppuration adjacent 
to the bladder or separated from it by one or more 
layers of fascia. The authors report seven cases. 

The etiological factors include infection of the 
seminal vesicles, cystitis, surgical trauma to the 
urethra, inadequate prevesical drainage following 
prostatectomy, and the extension of infection from 
surrounding organs and distant foci. 

The chief symptoms are pain over the lower 
abdominal region or deep in the pelvis, pain ‘with 
movements of the hip joints, vesical symptoms 
which may terminate in retention, gastro-intestinal 
disturbances, chills, and fever. 

An early diagnosis may be difficult. All accessible 
perivesical areas should be palpated for tenderness, 
induration, and fluctuation. Cystoscopy may be 
of aid. The urinary findings may be negative. 
Distention of the bladder, pelvic peritonitis, acute 
prostatitis, and new growths must be ruled out. 

In cases secondary to a urinary infection prob- 
ably due to lowered renal function the prognosis is 
grave. 

The treatment is free drainage. Suprapubic 
incision is indicated for anterior space infection, 
and perineal drainage for retrovesical infection. 
If both sides are involved, drainage should be estab- 
lished in both areas. If the bladder is involved, 
cystotomy is indicated. 

In the postoperative treatment large amounts 
of fluid should be given by mouth, under the skin, 
intravenously, and by rectum. 

CLAupE D. Pickre.t, M.D. 


Bugbee, H. G.: Multiple Fractures of the Pelvis 
with Rupture of the Bladder. J. Urol., 1928, xix, 
599. 

A man twenty-one years of age was admitted to 
the hospital immediately after an automobile 


-accident with symptoms of progressive shock, 


tenderness and rigidity in the lower part of the 
abdomen, and a bloody discharge from the urethra. 
There was no tenderness in either lumbar region. 
The urethral catheter withdrew only a few drops of 
blood. Roentgenography revealed seven distinct 
fractures of the pelvic bones. A diagnosis of rupture 
of the bladder was made. Immediate suprapubic 
cystotomy revealed three ruptures of the bladder 
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one in the anterior wall extending down to the 
vesical neck, one in the fundus, and one in the base. 
The ascending ramus of the left pelvic bone had 
been splintered and driven into the lumen of the 
bladder. There was hemorrhage into the bladder 
and prevesical space, but no definite laceration of 
the peritoneum. 

Because of the extent of the bladder injuries and 
the patient’s critical condition, the bladder wall was 
not sutured. The bladder was packed with gauze, 
suprapubic drainage was established, and the pubes 
were immobilized by means of strong canvas 
bandages. Treatment for the shock was then given. 
A month later, the urethra being found tortuous, 
an external urethrotomy was done. Perineal drain- 
age was then established and the suprapubic sinus 
allowed to close. Uneventful recovery followed 

Six years after the injury the patient was entirely 
free from urinary symptoms and felt perfectly well. 
Roentgenograms revealed absorption of the bony 
spicules and slight obliquity of the bony pelvis. 

This case is reported to show the value of con- 
servative surgery. For extensive lacerations of the 
bladder and urethra, the author advises the following 
plan: (1) control of the hemorrhage, (2) the estab- 
lishment of drainage, (3) treatment of shock, with 
transfusion if necessary, and (4) restoration of func- 
tion by operative measures after recovery from the 
shock and infection. Louis Neuwe tt, M.D. 


Caulk, J. R.: Rupture of the Bladder in a Child. 
J. Urol., 1928, xix, 603. 

The author reports a case of rupture of the blad- 
der in a child of six years whose lower abdomen was 
stepped upon by a horse. The immediate symptoms 
were tenderness of the lower abdomen associated 
with a desire but inability to void. On the patient’s 
admission to the hospital, considerable bloody urine 
was withdrawn by catheter and a measured amount 
of irrigating fluid was returned. An indwelling 
catheter was then placed in the bladder. The child 
was not in shock. X-ray plates showed no pelvic 
fracture. 

On account of the absence of alarming symptoms, 
nothing further in the way of treatment was done, 
but the patient was kept under observation. Cysto- 
scopy on the sixth day showed a large rent in the 
base of the bladder between the right ureteral orifice 
and the internal sphincter. This tear was covered by 
fibrin and slough. A cystogram revealed an extra- 
vesical cavity resembling a diverticulum which was 
connected with the bladder near the internal vesical 
orifice. Weekly cystograms showed gradual dis- 
appearance of this cavity. At the end of five weeks 
the bladder contour was entirely normal. 

The author has found that most extraperitoneal 
ruptures of the bladder are associated with fracture 
of the pelvis and require immediate surgery. The 
case here reported is a rare instance of ruptured 
bladder in which the organic defense against infec- 
tion rendered operation unnecessary. 

Henry L. Sanrorp, M.D. 


Stirling, C., and Rollings, H. W., Jr.: Diverticula 
of the Bladder. Ann. Surg., 1928, |xxxvii, 742. 

Since the adoption of cystoscopy and cystography 
in examinations of the lower urinary tract, diverti- 
cula of the bladder have ceased to be rare findings. 
They are discovered in from 5 to 7 per cent of 
males at the age of prostatic hypertrophy. 

Diverticula of the bladder are of two types—the 
congenital and the acquired. Recently Hyman 
collected thirty cases of bladder diverticula in 
children. 

The most common site of diverticula of the 
bladder is at the upper and lateral margin of the 
trigone, especially in the region of the ureteral 
orifices. In prostatic conditions, cystoscopic ex- 
amination frequently reveals marked trabeculation 
of the bladder and multiple cellules due to back 
pressure. Unless the obstruction is relieved, these 
cellules often herniate through the bladder wall 
and form diverticula. Residual urine accumulates 
as a result of obstruction and sooner or later pro- 
duces urinary dysfunction and renal insufficiency. 

There are no symptoms pathognomonic of diver- 
ticula of the bladder, but the patient is frequently 
unable to empty the bladder completely and foul- 
ness of the urine and frequency are common. He- 
maturia occurs occasionally, especially in the pres- 
ence of a new growth. 

In the diagnosis, cystoscopy should be supple- 
mented by at least three cystograms, one made 
anteroposteriorly, one laterally, and the third after 
complete emptying of the bladder. 

Hunt says that a diverticulum with a capacity of 
1 oz. should be treated surgically. As a rule the 
best method of treatment is extravesical resection, 
but small diverticula may be removed intravesically 
as suggested by Young. According to Herbst, many 
of the poor results following prostatectomy are due 
to diverticula which were overlooked during the 
operation. The presence of residual urine in a 
diverticulum with subsequent infection favors the 
formation of calculi. Carcinoma may be an asso- 
ciated lesion. 

The authors report seven cases of diverticula of 
the bladder. The first was that of a man sixty-three 
years of age whose chief complaints were difficulty 
and pain on urination. The dysuria was of three 
years’ duration and had gradually become worse 
until urination was necessary six times a night. 
Examination revealed moderate hypertrophy of the 
prostate, marked trabeculation of the bladder, and 
a diverticulum lateral and superior to the orifice of 
the right ureter. The diverticulum was resected 
after its intravesical inversion and at the same time 
the prostate was removed. Convalescence was un- 
eventful. 

Case 2 was that of a man sixty-five years of age 
who complained of intense tenesmus, frequency, 
and hematuria. The frequency and hematuria be- 
gan ten years ago. Three years later a stone was 
found in the bladder on cystoscopic examination 
and was removed. In the seven years since that 
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operation the patient had been unable to void and 
catheterization was necessary. X-ray examination 
of the bladder revealed a large dumbbell stone and 
a diverticulum. Both were removed. Prostatec- 
tomy was not performed as the prostate was not 
enlarged. 

Case 3 was that of a woman sixty-six years old 
who gave a history of intermittent difficulty and 
pain on urination for the past ten years. Cystoscopic 
examination showed a large diverticulum situated 
lateral and superior to the orifice of the right ureter. 
The diverticulum had a capacity equal to that of 
the bladder and contained foul turbid urine. As 
there was no obstruction in this case, it is probable 
that the diverticulum was of congenital origin. The 
patient was not in condition for surgery, and after 
medical treatment was allowed to leave the hos- 
pital. Her death occurred shortly afterward, prob- 
ably from urosepsis. 

The fourth case was that of a woman fifty-five 
years of age whose chief complaints were extreme 
dysuria, inability to empty the bladder, and cardiac 
failure. These disturbances began after the birth 
of her last child twenty years ago. Examination 
revealed an almost impassable urethral stricture. 
The stricture was gradually dilated and the symp- 
toms were greatly relieved by irrigation of the 
bladder. Cystoscopy revealed an enormous diver- 
ticulum with many smaller sacs incorporated in the 
sac of the large one. Resection of the sac has been 
considered, but the patient’s general condition will 
not allow the operation at this time. 

Case 5 was that of a man eighty-seven years of 
age whose chief complaints were difficulty in void- 
ing and hematuria. The patient had had a urinary 
fistula at the penoscrotal juncture for the past 
sixty-five years. This was due to an accident with 
failure of the urethra to close. The urine was foul 
and bloody from a carcinoma situated at the open- 
ing of a diverticulum lateral to the orifice of the 
the left ureter. The tumor was approached under 
local anesthesia and destroyed with the radio knife 
and the constricting ring of the diverticulum was 
divided. Convalescence was uneventful, but death 
resulted three months later from metastases. 

Case 6 was that of a man sixty-six years old who 
complained of difficulty in starting and stopping 
urination, nocturia, pain, and turbidity of the urine. 
The prostate was moderately hypertrophied and 
there was a large diverticulum lateral and slightly 
superior to the orifice of the right ureter. A cysto- 
gtam showed the diverticulum to be larger than the 
bladder. The diverticulum was resected extra- 
vesically and two weeks later prostatectomy was 
done. Recovery was uneventful. 

Case 7 was that of a man forty-seven years of 
age who complained of pain in the suprapubic 
region, difficulty in urination, hematuria, nocturia 
with occasional stoppage of the stream, and cloudi- 
ness and foulness of the urine. These disturbances 

had been present for two or three years. Examina- 
tion revealed a large vesical stone and two diver- 
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ticula. The diverticula were resected by the 


method of Geraghty. Convalescence was normal. 
CLaupre D. Hoimrs, M.D. 


Boardman, E. J.: Diverticulosis of the Urinary 
Bladder. Canadian M. Ass. J., 1928, xviii, 661. 


The author reviews his experience with cases of 
prostatism complicated by diverticula of the bladder. 
He believes that obstruction at the bladder neck 
may cause also a thinning out and pouching or 
herniation of the bladder wall. 

In the cases reviewed, diverticula were found 
most frequently on the posterior and lateral walls 
of the bladder. Diverticula of the bladder may some- 
times contain stones. 

Boardman discusses the usual methods of diag- 
nosing diverticula of the bladder, particularly 
cystoscopic examination and cystography in the 
anteroposterior and oblique positions. 

He states that when a diverticulum is found in 
association with prostatic obstruction, it should be 
removed at the first stage of the prostatectomy. 

Maurice ME.tzer, M.D. 


Handorn: Incrusted Ulcer of the Bladder as a Late 
Sequela of Irradiation Therapy (Ulcus incrus- 
tatum der Harnblase a's Spaetschaedigung nach 
Strahlentherapie). Zentralbl. f. Gynaek., 1928, lii, 
5°7- 

In the cases of two women who had been un 
successfully treated for metrorrhagia with the roent- 
gen ray the intra-uterine application of radium was 
successful. The first patient received 4,800 mgm.- 
hrs. and the second 3,888 mgm.-hrs. of radium. Nine 
months later the first patient began to experience 
pain in the bladder and cystoscopic examination 
showed at the base of the bladder an ulcer with 
white crusts. The urine contained shreds of tissue 
and small white concretions. After several months 
of dietetic treatment the ulcer healed. 

In the second case, bladder symptoms developed 
one and a half years after the radium treatment. 
In this instance also there was an incrusted ulcer 
of the base of the bladder and numerous concretions 
were expelled in the urine. Occasionally the stones 
obstructed the urethra. The ulcer has not healed 
after six months of dietetic treatment and its extir- 
pation is being considered. 

Since his experience in these cases the author has 
used only 2,400 mgm.-hrs. of radium in the treat- 
ment of benign menorrhagias. Pryser (G). 


Romani, A.: Primary Tuberculosis of the Bladder 
(Tubercolosi vescicale primitiva). Arch. ital. di 
urol,, 1928, iv, 201. 

The patient whose case is reported was a man of 
thirty-eight years who had had exudative pleurisy 
during the war but recovered completely. The 
illness regarding which he consulted Romani began 
about six years ago when he experienced difficulty 
in urination and passed a blood clot which was a 
cast of the urethra. Thereafter the bladder irrita 
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tion increased until he was unable to retain his 
urine for longer than ten or fifteen minutes and 
the urine was purulent and sometimes bloody. A 
few days before his admission to the hospital, he 
had a severe haemorrhage. 

Examination by the author showed the lungs to 
be normal. The abdomen was soft and the only 
area at which palpation caused pain was in the 
suprapubic region. The urine contained blood and 
pus but no tubercle bacilli. Cystoscopy revealed 
typical tuberculous ulcers of the bladder. The 
bladder was too sensitive to permit catheterization 
of the ureters or further examination. 

As the author believed the bladder tuberculosis 
to be secondary to tuberculosis of the kidneys, he 
performed a nephrotomy first on the left side and 
later on the right side but both kidneys were found 
apparently normal. The urine from the bladder 
injected into a guinea pig caused the death of the 
animal from generalized tuberculosis. 

After three months of treatment by irrigation of 
the bladder and vaccines, catheterization of the 
ureters was possible and the urine was negative on 
animal inoculation. Anuria developed, however, 
and the patient died at the end of four days. Au- 
topsy was not permitted. 

The author’s belief that the tuberculosis was 
primary in the bladder was based on the following 
observations: 

1. The condition of the ureters. The ureters were 
absolutely normal in caliber and presented a smooth, 
uniform surface free from lesions, which would 
probably not have bcen the case if-the kidneys had 
been tuberculous. 

2. Negative microscopic and cultural examina- 
tions of the urine obtained by catheterization of the 
ureters. 

3. The absence of signs of genital tuberculosis. 

4. The improvement in the condition on medica- 
tion of the bladder. 

In conclusion Romani states that primary tuber- 
culosis of the bladder may remain localized to that 
organ for years, and if treated early can be cured. 

Auprrey G. MorcAan, M.D. 


Dodson, A. I.: Tumors of the Bladder. Virginia M. 
Month., 1928, lv, 157. 


Dodson says that tumors of the bladder are usually 
epithelial and may be divided into three groups— 
tumors which project into the bladder, sessile tumors, 
and infiltrating tumors. The first are benign in the 
early stages and become malignant if neglected, but 
the last are malignant from the beginning. The dan- 
ger to life depends upon the stage at which treat- 
ment is begun. The symptoms are those of cystitis 
with hematuria. Bladder tumors are most common 
between the ages of forty and sixty vears. 

In the treatment, electrocoagulation through the 
cystoscope may be sufficient. Bladder tumors 
metastasize comparatively late. When a tumor is 
confined to the upper half of the bladder, resection 
is advisable. When the neoplasm is too large for 


coagulation, the redundant portion should be re- 
sected and the base treated with radium. 

The author reports a number of cases which were 
treated successfully. BENJAMIN F’, Rotter, M.D. 


Ingebrigsten, R.: Should Radium Therapy Be 
Rejected for Cancer of the Bladder? (Doit-on 
rejeter la curiethérapie pour le cancer de la vessie?) 
Acta chirurg. Scand., 1928, \xiii, 133. 

The author reports a case of cancer of the urinary 
bladder in a man sixty-five years of age. The 
diagnosis was confirmed by microscopic examination 
and the tumor treated by the suprapubic application 
for forty-eight hours of 110 mgm. of bromide of 
radium filtered with 3 mm. of lead. Seven years 
later the patient was quite well and without any 
trace of recurrence. 


Lindstrom, L. J.: Total Extirpation of the Urinary 
Bladder in Consequence of Carcinoma. Aclu 
chirurg. Scand., 1928, \xiii, 137. 

The author reports two cases in which total extir- 
pation of the urinary bladder was performed for 
carcinoma. 

The first case was that of a woman fifty-two years 
of age who had had bladder symptoms for one and 
one-half years. Cystoscopic examination revealed 
the presence of multiple carcinomatous papillomata 
around the left ureteral orifice and in the neighbor- 
hood of the internal urethral orifice. Total cystec- 
tomy was performed in one stage. The ureters were 
i.nplanted in the sigmoid colon. The patient was 
discharged as cured in about two months after the 
operation, but she died three months later of 
pyelonephritis. 

The second case was that of a man sixty-one years 
of age who for ten months had had bladder symp- 
toms due to an infiltrating tumor in the vesical 
trigone. The Mauclair-Enderlen-Kroenig operation 
was performed in two stages. In the first stage an 
artificial anus was made, the rectum and the lowest 
part of the sigmoid colon were separated from the 
rest of the gut, and the ureters were implanted into 
the rectal stump of the sigmoid. One month later, 
extirpation of the urinary bladder and prostate 
gland was carried out. The patient was ultimately 
discharged as healed, but died seven and one-half 
months later from carcinoma of the peritoneum. 

The author recommends the two-stage operative 
method employed in the second case. 


GENITAL ORGANS 


Barney, J. D., and Colby, F. H.: The Treatment of 
Genital Tuberculosis in the Male. J. Urol., 
1928, xix, 657. 

The authors believe that genital tuberculosis in 
the male is merely a manifestation of a generalized 
tuberculous infection, that the primary genital focus 
is the epididymis, and that the tubercle bacilli reach 
the genital organs by way of the blood stream. They 
state that bilateral epididymal involvement is the 
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rule. The testicles may never become infected even 
after years of contact with a tuberculous epididymis. 

The treatment of genital tuberculosis in the male 
is medical and surgical. The authors prefer con- 
servative surgery. They remove the epididymis or 
testicles on both sides and believe that this treat- 
ment gives as good ultimate results as Young’s more 
radical operation. 

The medical treatment includes the use of tuber- 
culin, heliotherapy, the X-ray, the violet ray, sera, 
hygienic measures, and hydrotherapy. These are of 
value but not necessarily curative. 

In conclusion the authors state that many pa- 
tients with genital tuberculosis eventually die of 
pulmonary or miliary tuberculosis instead of the 
genital condition. Evwer Hess, M.D. 


Young, H. H.: A Brief Note on the Ultimate Re- 
sults of Radical Operation for Tuberculosis of 
the Seminal Tract. J. Uvol., 1928, xix, 679. 

The author reviews twenty-two cases of tuber- 
culosis of the seminal tract which were treated by 
his radical operation. In the majority, the risk was 
great, fifteen of the patients having pulmonary in- 
volvement. In five cases in which only one vas, 
vesicle, and epididymis were removed, a recurrence 
developed on the other side, this showing the 
futility of the partial operation. With few excep- 
tions, the patients were benefited. In six cases a 
nephrectomy was necessitated by unilateral renal 
involvement. There were no operative deaths. 
Four patients have a perineal fistula, but in the 
author’s opinion the fistula serves as a safety valve 
and does not at all condemn the radical operation. 

The anaesthesia of choice is caudal anesthesia 
with local infiltration where and whenever neces- 
sary. If the entire vas cannot be removed and there 
are tuberculous abscesses or sinuses, drainage 
should be established by wide incisions and the use 
of iodoform gauze. Even though a cure is not 
obtained in such cases, the relief of the painful and 
frequent urination justifies the perineal attack. 

In the five years in which the author has per- 
formed this operation there have been six deaths. 
One of the patients who died survived for one year 
and two survived for more than two years. All 
of the patients who died had pulmonary complica- 
tions. In fourteen of the twenty-one remaining 
cases the results of the operation were good. 

The author urges the radical removal of the 
entire seminal tract, including the vas, the epidid- 
ymis, the vesicle, and part of the prostate on both 
sides in all cases of tuberculous involvement of the 
genital tract. ELMER Hess, M.D. 


Menninger, W. C.: Congenital Syphilis of the 
Testicle, with the Report of Twelve Autopsied 
Cases. Am. J. Syphilis, 1928, xii, 221. 

In congenital testicular syphilis the testicles may 
swell and, if untreated, may undergo atrophy. 
Occasionally, hydrocele and epididymitis are found 
to be present. 


Microscopic examination reveals early perivas- 
cular round-cell infiltration with later interstitial 
fibrous growth and destruction of the parenchyma. 
The process in the testicle appears in the first year 
of life. Cryptorchidism is common. In most un- 
treated cases the end-stage is atrophy, body 
dystrophies and infantilism. Occasionally, however, 
gigantism results. 

Specific treatment is usually effective. 

ELMER Hess, M.D. 


MISCELLANEOUS 


Wesson, M. B.: Urography—Common Diagnostic 
Errors. Radiology, 1928, x, 431. 


Wesson reviews the history of urography and briefly 
describes the technique. He emphasizes the de- 
sirability of double pyelograms for comparison and 
the harmlessness of pyelography when it is carried 
out with gravity pressure and the use of sodium 
iodide solution. In examinations of the bladder, 
cystograms may furnish the desired information 
when the general condition of the patient or technical 
difficulties prevent cystoscopy. 

The article is supplemented by several brief case 
reports and roentgenograms illustrating diagnostic 
errors due to incomplete examination. 

Apvo_pu Hartunc, M.D. 


Hunt, V. C.: The Upper Urinary Tract: A Con- 
sideration of Its Surgical Lesions. Northwest 
Med., 1928, xxvii, 213. 

Of 1,550 major surgical operations on the kidney 
and ureter, 87 per cent were performed for renal 
disease and 67 per cent of the latter were neph- 
rectomies. 

The intimate relation between accurate urological 
diagnosis and successful urological surgery is 
emphasized. Attention is directed to the necessity 
for a careful urological examination in cases of 
atypical abdominal pain with roentgenographic 
shadows in the region of the urinary tract and the 
presence of red blood cells and pus cells in the urine. 
By such an examination an almost exact diagnosis 
can be made of the major surgical lesions of the 
bladder, ureters, and kidneys. Tests of renal func- 
tion will serve as a guide to the time and method 
of treatment and the prognosis. 

It is pointed out that bilateral lithiasis does not 
always necessitate a bilateral operation. In the 
absence of symptoms, a small stone on one side 
may pass spontaneously. However, when the in- 
dications are clear for a bilateral operation it is not 
advisable to operate on both sides simultaneously. 
Operation should be done first on the kidney to 
which acute symptoms are referable. In the ab- 
sence of symptoms and when there is distinct evi- 
dence of a marked difference in the function of the 
two kidneys, the kidney with the better function 
should be operated upon first. 

Nephrectomy was necessary in 229 (33 per cent) 
of the total number of cases of renal lithiasis 
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reviewed. This operation is indicated for stone in the 
presence of pyonephrosis or marked infection and 
for cases of large branched stones in which con- 
servative operation has failed. Five deaths occurred 
following operation for lithiasis with associated 
extensive infection, an operative mortality of 2.1 
per cent. 

The conservative operations in the cases reviewed 
included 440 pelviolithotomies and nephrolithot- 
omies. In 414 cases both of these operations were 
done. It was possible to remove stones in 84 per 
cent of the cases by pelviolithotomy even when 
they were multiple and situated in the major 
calyces. 

Re-formation of kidney stones may result from 
failure to remove the cause of their primary forma- 
tion, focal infection, etc. 

Approximately 75 per cent of stones in the lower 
ureter have been removed or induced to pass by 
catheter manipulation. Large and multiple stones 
and small impacted stones contra-indicate this 
procedure. Seventy per cent of ureteral stones 
requiring surgical removal are situated in the lower 
third of the ureter. Exposure of the lower half of 
the ureter is effected most readily by a low median 
incision. Because of the mobility of many ureteral 
stones, it is important that accurate localization 
should immediately precede operation. 

The cure of renal tuberculosis is usually accom- 
plished only by nephrectomy. ‘The prognosis is 
dependent largely on the extent of the renal involve- 
ment, the presence or absence of tuberculous cys- 
titis, and the activity of tuberculous lesions else- 
where in the body. Associated tuberculous lesions 
are present in approximately 80 per cent of cases 
of surgical tuberculosis of the kidneys. 

Tuberculous lesions of the kidney constituted the 
indication for nephrectomy in 258 of the cases 
reviewed, 28 per cent of those in which this opera- 
tion was done. There were six deaths, a mortality 
of 2.3 per cent. 

A temporarily persistent sinus following neph- 
rectomy for tuberculosis is usually attributable to 
incomplete removal of the diseased tissue, persist- 
ing infection of the ureter, or the establishment of 
drainage. 

In cases in which a diagnosis of pyonephrosis 
was made, 63 operations were done with 4 deaths, 
whereas in 208 operations for infections of less degree 
there was only 1 death. 

The most common malignant lesion of the kidney 
is hypernephroma. In the presence of mobility, 
operation is to be considered. The anterior trans- 
peritoneal route facilitates the removal of large 
tumors. Operation was done in 127 cases with 10 
deaths, a mortality of 7.8 per cent. 

Papillary epithelioma of the renal pelvis is of 2 
types, the flat squamous cell type and the papillary 
type. The papillary type, which is not so malignant 
microscopically and does not progress by direct 
invasion of tissue nor metastasize remotely, pro- 
gresses by extension along the mucous membrane 


and may involve the bladder by extension along 
the ureter as it did in two-thirds of the cases in a 
recent series studied. The treatment recommended 
is a combined operation with removal of the kidney, 
the ureter, and the bladder wall surrounding the 
intramural course of the ureter. This operation, 
which was recently performed in 6 cases, is not 
attended by any higher risk than nephrectomy 
alone and offers added assurance against recurrence. 

Anomalies of surgical importance in the upper 
urinary tract are those of blood supply, position, 
and development. Anomalous vessels to an ana- 
tomically normal kidney and to horseshoe and 
ectopic kidneys may give rise to obstruction at the 
ureteropelvic juncture resulting in intermittent 
or progressive hydronephrosis as may be readily and 
conclusively demonstrated at operation. When the 
hydronephrosis is at all marked, simple division of 
the anomalous vessel usually proves inadequate. 
Plastic operations have not been successful. 

In the cases reviewed, 23 operations were per- 
formed for horseshoe kidney, and in 12 of the cases 
they were done for lithiasis. The approach to the 
kidney is most readily made through the usual 
posterior kidney incision, but the pelvis must be 
opened anteriorly. 

In 2 cases of complete reduplication of pelvis, 
heminephrectomy was performed, the surgical dis- 
ease involving only one renal unit. 


Lau, F. T., and De Vries, J. K.: Urinary Disturb- 
ances in Women: A Study of 700 Consecutive 
Cases. N.Vork State J. M., 1928, xxviii, 567. 


A study of 700 consecutive cases of urinary dis- 
turbances in women revealed the presence, in a 
large number, of caruncles, strictures, trigonitis, 
bullous oedema, or cystic degeneration of the 
bladder. Trigonitis and bullous cedema are often 
very resistant to treatment. Frequency was often 
traced to injury to the vesical neck and sphincter 
during childbirth. 

The authors report the successful use of mercuro- 
chrome intravenously in general infection and of 
sodium benzoate to acidify the urine. In pyelitis 
they have obtained good results from lavage of the 
kidney pelvis with acriflavine. They treat cystic 
degeneration of the neck of the bladder by topical 
applications of equal parts of 25 per cent silver 
nitrate, phenol, and glycerine and by fulguration. 
They use fulguration also for bullous oedema and 
caruncle. 

Hmaturia always calls for investigation of the 
urinary tract. A tuberculous kidney should be 
removed if the other kidney is healthy. In cases of 
cystic kidney, the authors give methyl-blue and 
other sedatives to relieve the burning associated 
with micturition. Every benign papilloma is 4 
potential carcinoma and therefore should be 
fulgurated. 

The average age of the patients with acute cys- 
titis was forty-two years, and the average age 0 
those with chronic cystitis, fifty-six years. There 
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were 8 cases of Hunner ulcer. In the treatment 
of this condition the authors try fulguration first. 
If fulguration fails, they resect the lesion. 

In conclusion it is stated that many urinary com- 
plaints in women are the result of a gynecological 
lesion and will subside when the gynecological 
condition is corrected. Brnyjamin F. Rotter, M.D. 


Hager, B. H., and Braasch, W. F.: Unusual Uro- 
logical Cases. Med. Clin. N. Am., 1928, xi, 1479. 
The value of urography in the diagnosis of 
lesions of the urinary tract depends upon the urolo- 
gist’s appreciation of the indications and contra- 
indications and his knowledge of the distinctive 
variations in the urographic outline which are 
known to be characteristic of specific lesions. 

A review of advances in urography during the last 
decade reveals two important accomplishments, 
namely, better appreciation of the significance of 
the less conspicuous deformities or abnormalities 
in the outline of the urogram and recognition of the 
great variations in the appearance of normal 
urograms. The first is of importance particularly 
in the recognition of early renal tuberculosis and 
malignancy in which the cystoscopic data may not 
be of much consequence. 

The authors review the diagnostic difficulties 
encountered in a group of interesting cases, in some 
of which there was a discrepancy in the interpreta- 
tion of the urograms and the findings made at 
operation or autopsy. They emphasize the im- 
portance of considering the cystoscopic data, the 
history, and the objective findings before the 
interpretation of atypical urograms is attempted. 

They report, with the original roentgenograms, 
seventeen cases. These included a case of renal 
lithiasis in which the stone was encysted just distal 
to the tips of the minor calyces; a case of stone in 
which the lesion was on the side opposite that of 
the subjective symptoms; a case of calcareous 
pyelonephritis in which the calcification and de- 
formity produced a pyelogram resembling that of 
tuberculosis; several cases of tumor; several cases 
of extensive calcification in renal areas, in some of 
which the condition was the result of calcification 
of cysts of the kidney and in others the result of 
calcification of extrarenal] tissue: two cases in which 
a presumptive diagnosis of hydatid cyst of the 
kidney was made but could not be verified as 
neither came to operation or autopsy; a case of 
unilateral tuberculosis in which there was a return 
of the medium to the bladder with regurgitation of 
the vesical contents up the ureter and into the pelvis 
of the uninfected kidney; and a case of bilateral 
polycystic kidney. 


O’Conor, V. J.: Urological Complications Fol- 
lowing Fracture of the Spine. Case Report. 
J. Urol., 1928, xix, 721. 


A brakeman twenty-four years of age was crushed 
between an engine and a freight car. The accident 
was followed by complete paralysis of the lower limbs 


and complete inability to urinate for forty-cight 
hours. On the third day, incontinence with constant 
dribbling of urine developed. The physician first 
in charge of the case advised catheterization. ‘This 
was done and was followed by a severe chill and 
elevation of the temperature for several days. 

Three weeks later, laminectomy of the first, sec 
ond, and third lumbar vertebra was performed and 
was followed by excellent recovery. 

Five months later the patient had an attack of 
acute renal colic, and four months after that attack 
about fifteen stones were removed from the bladder 
by means of the cystoscopic rongeur and lithotrite. 
In the following month, the attacks of renal colic 
recurred and a month later twelve bladder stones 
were removed with the lithotrite. 

Features of interest in this case were: 

1. The effect of the catheterization of the bladder 
after the development of paralytic incontinence. 

2. The rapid formation of renal and vesical cal- 
culi, the X-ray showing a large number of stones 
four weeks after the injury and three weeks after the 
onset of urinary infection in the total absence of a 
history suggesting their presence prior to the injury. 

3. The fact that the patient had been able to lead 
an active life, getting about on crutches, driving a 
car, etc. for five years with a constant urea-nitrogen 
retention of over 90 mgm. per 100 c.cm. of blood. 

4. The gradual diminution in the residual urine 
in the bladder from 900 to 60 c.cm. during a period 
of two years after the operation. 

Louis Gross, M.D. 


Francois, J.: Two Cases of Complete Retention of 
Urine Due to Occult Spina Bifida Which Were 
Cured by Laminectomy (Deux cas de rétention 
compléte d’urine due au spina bifida occulta guéris 
par laminectomie). J. d’urol. méd. et chir., 1928, 
XXV, 135. 


The first case reported by the author was that of a 
woman twenty-nine years of age who gave a history 
of stubborn constipation and frequent and painful 
micturition for four months, a terminal hematuria 
without clots for three months, and complete re 
tention necessitating two catheterizations a day for 
two months. The urine was found to be turbid and 
to contain pus and colon bacilli, and pyelonephritis 
was discovered on the left side. There were no 
signs of urinary calculi nor of any disease of the 
brain or spine. On X-ray examination of the spine, 
lipiodol was arrested above a spina bifida. 

Laminectomy of the fifth lumbar vertebra was 
done. Under the spina bifida there was a strong 
yellow ligament beneath which there was no pulsa 
tion in the dural sac. Resection of this ligament was 
followed by expansion and pulsation of the dural 
sac. The next day the patient was able to urinate a 
little and passed a stool spontaneously. When she 
was seen again a month later, urination and defwca 
tion were normal and the signs of irritation of the 
spinal nerve roots had disappeared. The cure still 
persists two years after the operation. 
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The second case was that of a woman fifty-four 
years of age who also gave a history of stubborn 
constipation and dysuria followed by complete 
retention. The roentgenogram of the urinary tract 
was negative. The reflexes were normal, with the 
exception of the Achilles reflex on the right side, 
which was abolished. There was weakness of the 
muscles on extension of the foot, and painful hypzs- 
thesia was present in the region supplied by the 
second, third, and fourth sacral roots. Segmenta- 
tion was found between the first and second sacral 
roots. Lipiodol was arrested above the fourth and 
fifth lumbar vertebra. Laminectomy of the fourth 
and fifth lumbar vertebra was done. ‘The dural 
sac was found to be compressed by yellowish liga- 
ments. These ligaments were resected. The opera- 
tion was followed by normal micturition and disap- 
pearance of the signs of irritation of the sacral roots. 

The author has been unable to find any record in 
the literature of cases in which complete retention 
was attributed to spina bifida. 

Auprey G. Morcan, M.D. 


Dukes, C.: Some Observations on Pyuria. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 1179. 

The author describes a new method of examining 
the urine for pus, which consists in counting the 
leucocytes of a fresh morning specimen of uncen- 
trifugalized urine in a cell chamber similar to that 
used in counting the cells in cerebrospinal fluid. The 
results are expressed as the number of leucocytes 
per cubic millimeter of urine. 

The limits suggested for the normal and patho- 
logical excretion of leucocytes are as follows: 

Normal: less than 10 leucocytes per cubic milli- 
meter. 

Excess of leucocytes: between 10 and 100 leuco- 
cytes per cubic millimeter. 


Pyuria: more than 100 leucocytes per cubic milli- 
meter. 

These generalizations are supported by examina- 
tions of urine in 1,000 cases. In the cases of normal 
women the average was 6.3 leucocytes per cubic 
millimeter, and in the cases of normal men, 1.9 
leucocytes per cubic millimeter. In acute infections, 
more than 500 cells per cubic millimeter were usually 
found. In most chronic infections, the count was 
between 100 and 500 cells per cubic millimeter. 

By using this method to provide a daily graphic 
record of the excretion of leucocytes, two types of 
pyuria were distinguished, the continuous and the 
intermittent. In continuous pyuria there are always 
more than 100 leucocytes per cubic millimeter in the 
first morning specimen of urine; there are remissions 
but no intermissions. In intermittent pyuria, pus 
is present only at fairly regular intervals and one 
examination of the urine is not sufficient to rule it 
out. 

When the use of an inlying catheter is necessary 
in the cases of patients free from urinary tract 
infection, as after excision of the rectum for cancer, 
the author has found that the urine is sterile until 
the third day. Staphylococci then appear in cultures. 
During the first five days the urine may or may not 
contain a trace of pus, but from about the sixth to 
the eighth day the leucocyte count rises from 100 to 
1,000 cells per cubic millimeter in about forty-eight 
hours. If the case becomes complicated by a coli- 
form bacillary infection, the latter appears about at 
this period. Such a sepsis usually lasts about six 
weeks and is accompanied by continued pyuria. 
When the continued excretion of urine containing 
more than 1,000 leucocytes per cubic millimeter and 
the growth of pathogenic bacteria are considered, 
the mildness of the constitutional disturbance is 
surprising. J. Fowrn Kirkpatrick, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Wolbach, S. B., and Allison, N.: Osteochondritis 
Dissecans. Arch. Surg., 1928, xvi, 1176. 


The authors report the study of a specimen of 
osteochondritis dissecans discovered at autopsy 
and review the literature on the condition. 

Osteochondritis dissecans most frequently affects 
the knee joint. There is usually slight swelling with 
some discomfort and at times locking of the joint. 
X-ray examination may reveal the presence of a 
loose body either free in the joint or attached to 
the articular surface. The treatment is surgical. 
The loose body will show a surface of articular 
cartilage, oval or rounded, witha clear-cut edge and 
an undersurface of cartilaginous cancellous bone. 
This body will fit exactly into a defect in the surface 
of the articular cartilage. No other pathological 
changes in the joint may be present, and constitu- 
tional symptoms are wanting. 

Some of the theories cited attach great impor- 
tance to trauma as a causative factor, while others 
stress the developmental nature of the disease. 
According to still others, the condition is the end- 
result of a slowly progressive pathological change. 
Since Koenig’s original description in 1887, little 
has been added to our knowledge of the disease. 
Koenig believed that the condition is an inflam- 
matory lesion of unknown origin resulting in occlu- 
sion of the terminal arteries supplying an area of 
articular cartilage on the mesial condyle of the 
femur and causing the separation of a small area 
of the surface of the cartilage with an attached shell 
of subchondral bone. 

The loose fragment in the authors’ specimen was 
attached to the posterior crucial ligament by a 
thin band of fibrous tissue and had a maximal 
thickness of 8 mm., including the articular cartilage 
which was from 3 to 4 mm. thick. 

On microscopic study the crater was found to be 
lined by a thin layer of poorly staining, refractive 
fibrillary material containing few cells. Its struc- 
ture indicated that it was probably atypical con- 
nective tissue. There was complete absence of bone 
repair such as would follow a fracture or an ex- 
perimental incision of the bone in animals. The 
bone trabeculz of the crater wall, where they were 
in contact with the lining membrane, were thin and 
irregular, having the appearance of being excavated 
on their superior surfaces. There was a zone of 
deeply basic granular material between the bone 
and lining membrane, and the impression was 
gained that the bone matrix had undergone auto- 
lysis and had released its mineral content. Cartilage 


cells were present here and there in the crater wall 
close to the bone. Near the periphery or rim of the 
crater they formed a thin, definite layer of cartilage 
which showed columns of cartilage cells and was 
continuous with the articular cartilage. The car- 
tilage of the fragment appeared to be viable, while 
the cancellous bone was wholly dead. The “cysts” 
present beneath the floor of the crater were regions 
devoid of bone trabeculae and without specialized 
boundary zones. In these cysts, blood vessels were 
numerous except in the central regions. 

Wolbach and Allison believe that the separation 
of the fragment was the effect of mechanical pres- 
sure on a portion of the articular cartilage with 
underlying bone bridging a “cyst.” 

Antuony F’. Sava, M.D. 


Montgomery, A. H.: Hodgkin’s Disease of the 
Bones. Ann. Surg., 1928, Ixxxvii, 755. 


Although Hodgkin’s disease is usually regarded as 
an involvement of the lymphoid structure, the bone 
marrow is affected in from 30 to 4o per cent of the 
cases. Montgomery reports the case of a nine-year- 
old boy with the osteoperiosteal form of Hodgkin’s 
disease affecting the cervical vertebra and right 
tibia. The entire posterior and both lateral dimen- 
sions of the cervical region were involved by a large 
tumor, and the right leg presented a fusiform swell- 
ing. 

Examination of the specimens removed at autopsy 
showed the typical Dorothy Reed cells with an infil- 
tration of eosinophilic leucocytes, essentially the 
same histological changes as those found in the 
lymphatic type of the disease. 

In the osteoperiosteal form of Hodgkin’s disease 
the vertebra are most frequently involved and the 
condition simulates Pott’s disease. Involvement of 
the long bones suggests osteomyelitis or bone tumor. 

Rupotru S. Retcu, M.D. 


Bergmann, E.: The Question of Aseptic Necrosis 
of Bone from the Theoretical, Clinical, and 
Experimental Viewpoints (Theoretisches, Klin- 
isches, und Experimentelles zur Frage der aseptisch- 
en Knochennekrosen). Deutsche Ztschr. f. Chir., 
1927, CCvi, 12. 

In order to explain a certain group of bone diseases 
we are forced to assume an aseptic necrosis, either 
alone or associated with another pathological con- 
dition. Such diseases are: (1) osteochondritis 
deformans coxz juvenilis, (2) Koehler’s disease of 
the second and third metatarsophalangeal joints 
and the os naviculare pedis, (3) Kienboeck’s osteo- 
malacia of the os lunatum, and (4) isolated, atypical 
diseases of analogous character which have been 
found in other parts of the skeleton and to which 
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Koenig’s osteochondritis dissecans may be related 
to a certain degree. Finally, there belong in the 
classification of aseptic necrosis of bone those 
processes that are sometimes seen in the course of 
healing of fractures of the middle portion of the neck 
of the femur and in traumatic separation of the 
upper epiphysis of the femur. 

Bergmann discusses first the clinical and roent- 
gen-ray pictures, the diagnosis of the various 
processes, and the attempts to explain the origin of 
the various conditions. 

The second part of the article is devoted to a 
report of the author’s experiments carried out to 
produce nutritional disturbances in the upper end 
of the femur by means of various local injuries and 
to produce bone necrosis through embolism. 

In experiments on rabbits, severe dislocations of 
the hip joint and bloodless traumatic epiphyseal 
separation failed to produce epiphyseal necrosis, 
but after partial section of the synovial covering, 
in which the nutrient vessels are carried, more or 
less extensive areas of necrosis developed in the 
epiphysis of the head. These lesions were slighter 
when the ligamentum teres was left intact than 
when it was divided. 

Injections of suspensions of iodide of silver (1 to 
2 c. cm.) into the femoral artery of the dog were 
without result, but injections of from 1 to 2 c. cm. of 
a suspension of pulverized metallic silver in gum 
arabic produced circumscribed aseptic necrosis on 
six occasions. ‘The site of the necrosis was always in 
the diaphysis—never in the epiphysis. 

Bergmann’s conclusions are as follows: 

Perthes’ disease is doubtless an aseptic necrosis, 
though other factors, congenital or exogenous, may 
play a réle. A purely traumatic cause of the nutri- 
tional disturbance is not probable. On the other 
hand, embolic occlusion of the vessels has not been 
demonstrated and would be difficult to explain. 
Presumably, the entire bony epiphysis does not 
undergo necrosis. ‘This assumption will explain the 
varying outcome of the process according to the 
site and extent of the necrosis. Similar considera- 
tions hold for Koehler’s and Kienboeck’s diseases. 
Osteochondritis dissecans is apparently often a 
primary aseptic necrosis with secondary separation. 

MARWEDEL (Z). 


Fick, W.: An Experimental Study of Purely Mus- 
cular Contracture: The Functional Adaptation 
of the Length of the Muscle Fibers to Changed 
Conditions of Motion (Experimenteller Beitrag 
zur Kenntnis der rein muskulaeren Schrumpfung: 
funktionelle Anpassung der Muskelfaserlaenge an 
den veraenderten Bewegungsbereich). Deutsche 
Zischr. f. Chir., 1927, ccvi, 157. 

In long-continued inactivity of a joint, the 
neighboring muscles nearly always exhibit the phe- 
nomena of contracture. The shortening of the fibers 
which is called ‘‘contracture” differs from the de- 
crease in number and circumference of muscle 
fibers which is designated by the clinician as 


“atrophy.” In order to study the early stages of 
the change, especially the functional adaptation of 
the length of the muscle fibers in the development 
of the so-called fixation contracture, the author 
studied the changes occurring in rabbits, one of 
whose forelimbs was immobilized by suturing it to 
the abdominal or thoracic wall according to Mueller’s 
method. In fourteen days the immobilization induced 
a definite and persistent purely muscular contrac- 
ture. The bellies of the muscles as well as the 
muscle fibers showed a considerable decrease in 
length. 

This functional adaptation in the length of the 
muscle fibers therefore begins much sooner than 
was formerly believed. Since no true scar-tissue 
contracture was demonstrable even histologically 
at the end of the fourteen days, the contracture 
was a purely muscular adaptation. At the juncture 
of the muscle and tendon, microscopic examination 
revealed a narrow zone infiltrated by fat cells and 
the beginning formation of connective tissue. On 
continued inactivity of the limb, this zone became 
more distinct. It was considered to be a process of 
adaptation preparatory to the shortening of the 
muscles fibers and the lengthening of the tendon 
fibers. ‘ 

Severance of the posterior roots and complete 
severance of the nerve supply to the muscle inter- 
fered with the adaptation, but when a severe injury 
such as the fracture of a bone was inflicted simul- 
taneously, a permanent contracture of the muscle 
belly occurred in spite of the interference with 
innervation and developed more quickly than when 
the nerves were left intact. Histologically, no 
definite difference could be determined between the 
slowly occurring muscle contracture without frac- 
ture and the rapidly occurring contracture with 
fracture, but the author assumes that two distinct 
processes are involved. Druecc (Z). 


Jeffery, R.L.: Arthritis. Northwest Med., 1928, xxvii, 
275- 

The author believes that the dominant etiological 
factor in arthritis is infection. This belief is based 
on the work of Rosenow on streptococci, the experi- 
ments of Hadjopoulos and Burbank in which 
arthritis was produced in rabbits by injecting blood 
cultures from clinical cases of arthritis, and the 
author’s own experience. Other factors influencing 
the condition are endocrine disturbances, an«mia, 
hypertension, and mental worry. 

The most rational treatment is the use of sera 
and of general measures for the stabilization of body 
function such as the correction of constipation, the 
removal of foci of infection, treatment of anemia, 
etc. The work of Burbank is to be highly com- 
mended, but is rather complicated for general 
application. 

Jeffery suggests a simple method which he has 
used with considerable success. Various cultures 
are taken from foci such as the teeth, tonsils, stools, 
etc. on small swabs and placed in small capillary 
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tubes in sterile test tubes. About 5 c. cm. of the 
patient’s blood are then taken under sterile condi- 
tions and run into the test tube around the capillary 
tube and the test tube is then placed in the incuba- 
tor. At the end of from twenty-four to thirty-six 
hours, blood-agar plates are smeared with the serum 
from the culture tube and from the cultures ob- 
tained vaccines are made. It is surprising how fre- 
quently pure cultures of streptococcus viridans and 
hemolytic streptococci are obtained at the end of 
twenty-four hours. In many cases the use of a vac- 
cine so prepared has given striking results. 

More severe cases are treated with intravenous 
injections of the ammonium salt of ortho-iodoxy- 
benzoic acid. This drug has been used quite suc- 
cessfully by Jeffery in about seventy-five cases at the 
Seattle City Hospital. Forty per cent of the pa- 
tients were entirely relieved of symptoms for many 
months and 45 per cent were partially relieved. In 
15 per cent of the cases, however, the treatment 
failed. 

In conclusion the author states that very satis- 
factory results may be obtained by combining the 
methods described. 


Shallow, T. A.: Spina Bifida and Cranial Meningo- 
cele. Ann. Surg., 1928, |xxxvii, 811. 

In spinal meningocele, the skin covers the entire 
sac, the dura being present only at the neck of the 
sac and the nerves remaining in the spinal canal. 

In meningomyelocele, the skin is not sound and 
the nerve roots spread out, blending with the pos- 
terior wall of the sac. 

In syringomyelocele, the central canal of the cord 
contains cerebrospinal fluid, the cord passing 
through the dural defect. 

In spina bifida occulta, there is a spinal defect 
which may be felt and is demonstrable in the roent- 
genogram. ‘The indications for operation depend 
upon: (1) the degree of arrest of development of 
the nerve structures, (2) the damage sustained by 
the nerves or cord after birth, (3) the possibility 
of hydrocephalus after operation, and (4) the pres- 
ence of ulceration or infection of the cutaneous wall. 

Cases of spinal and cranial defects do not require 
extensive repair to prevent recurrence. Operation 
should be done before the sac is ulcerated or enlarged. 

ELVEN J. Berkuetser, M.D. 


Garvey, J. L., and Glass, R. L.: ‘Tabetic Spinal 
Osteo-Arthropathy, with the Report of Four 
Additional Cases. Am. J. Syphilis, 1928, xii, 205. 

In reporting four additional cases of tabetic spinal 
osteo-arthropathy, the authors state that sex and 
occupation seem to play no part in the condition, 
but trauma seems to be a factor. The changes 
occur most frequently in the lumbar region. The 
average age of the patients is forty-four years. In 
three of the cases reported there were multiple 
arthropathies. X-ray examination reveals destruc- 
tion accompanied by proliferation. 

FREDERICK A. Jostes, M.D. 


Sutherland, C. G.: Osteitis Involving the Bones of 
the Pelvis. Med. Clin. N. Am., 1928, xi, 1593. 

Osteitis deformans is characterized by cortical 
proliferation which, when demonstrable in the 
femur and skull, is pathognomonic. The roentgen 
shadow is coarsely mottled, with multiple stria and 
occasional evidence of cyst formation. Carcino- 
matous osteitis produces a shadow which is coarsely 
granular and never striated; it apparently does not 
increase the volume of the bone and never causes 
cortical proliferation. Radiopacities of homo- 
geneous, sclerosis-like density may be due to syphilis 
or typhoid fever, but a few must be attributed to 
osteitis fibrosa of undetermined cause. 

The osteoclastic form of metastasis can be visu- 
alized best by comparing the bony structures to a 
cake of ice with radiotranslucent areas that have 
“melted” out. The characteristic roentgenogram 
shows destruction without evidence of bone pro- 
liferation. This form of metastasis is seen most fre- 
quently with mammary carcinoma and next most 
frequently with hypernephroma and neurocytoma. 
In a certain percentage of cases of mammary car 
cinoma, the majority of which show widespread 
destruction of bone with “spotting,” combinations 
of the osteoclastic and osteoplastic types of metas- 
tasis are seen; rarely, the osteoplastic feature is 
predominant. 

Multiple myelomata are defined as “specific 
malignant tumors of the bone marrow characterized 
by multiple foci of origin.”? Roentgenographically 
they are apparent as numerous, widely distributed 
“vacuolizations” in the bone and are particularly 
striking in the bones of the skull. Clinically, the 
roentgenological data may be checked by examina- 
tion for Bence-Jones protein in the urine, but the 
latter is found in only about 80 per cent of the cases 
and is known to appear intermittently. Lesions 
considered to be multiple myelomata have been 
found on careful search to have their source in small 
carcinomatous nodules in the breast and have been 
reclassified as metastases. 

Gas in the bowel superimposed on the bone may 
suggest the osteoclastic type of metastasis. ‘There- 
fore, in the presence of gas, opinion should be 
guarded. 

Malignant tumors involving the pelvic bones are 
usually localized. In the differentiation, clinical 
evidence of a mass corresponding to the site of the 
lesion will be of aid. 

Osteitis fibrosa cystica, von Recklinghausen’s 
disease, and osteomalacia are characteristic roent- 
genographically and their confusion with metastasis 


_is not probable. 


Jean: Acute Arthritis of the Symphysis Pubis 
(Arthrite aigue de la symphyse pubienne). Bull. ef 
mém. Soc. nat. de chir., 1928, liv, 198. 


Acute and subacute arthritis of the symphysis 
pubis developing without accidental or surgical 
opening of the articulation are rare. They may be 
primary conditions or secondary to osteomyelitis. 
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The author's case of the acute type was that of a 
woman fifty-five years of age who complained of 
pains above the pubis. She appeared to be suffering 
also from a general infection or an acute pyelo- 
nephritis, but cultures of the blood and_ urine 
were negative. 

Treatment for infection and septicemia resulted 
in improvement in the general condition but sore- 
ness in the mons veneris persisted. Examination 
two months later revealed a tumor the size of a 
hen’s egg in the prepubic region. On incision, this 
was found to be an abscess which extended into the 
articulation. There was no osteitis and no retro- 
pubic abscess. The pus yielded a pure culture of 
staphylococci An autogenous vaccine was used. 
The patient got up on the fifteenth day and sub- 
sequently resumed her work in the fields. 

Acute arthritis of the symphysis pubis comes on 
after general infection, especially puerperal pyemia. 
At the beginning of the subacute cases the articular 
signs are generally negligible and a general infection 
is suspected. Clinically, the existence of a definite 
painful point on the prepubic or retropubic median 
line and the absence of roentgenographic findings 
suggest primary involvement of the symphysis, 
but there is no doubt that the lesser lesions of the 
pubis may pass unperceived in the roentgenogram 
as well as in surgical exploration. 

In the treatment, the incision for symphysectomy 
seems to be best as it allows free opening of the 
articulation, excision of the débris of the fibrocar- 
tilage, drainage at the most dependent part, and 
the evacuation of any pubic focus of osteomyelitis 
that may be present. PAce. 


Henderson, M. S.: Derangements of the Knee 
Joint. Ann. Surg., 1928, |xxxvii, git. 

The ordinary types of derangement of the knee 
joint are due to: (1) injury to the semilunar car- 
tilages, (2) loose osteocartilaginous bodies, and (3) 
slipping of the patella. 

The internal semilunar cartilage is injured much 
more frequently than the external. When the 
derangement is due to the semilunar cartilages 
there is almost always a history of injury sustained 
in a game or active vocation. The patient is usually 
a male in the active period of life. The pain is acute 
and so severe that it overshadows all else at the 
time and the patient is often unable to describe 
accurately the force or the position of the leg at the 
time of the accident. According to the usual his- 
tory, however, the foot was everted, the knee par- 
tially flexed, and the weight transmitted in such a 
manner that a strain was placed on the internal 
lateral ligament. The knee was caught or locked 
in partial flexion and attempts at extension caused 
excruciating pain. Effusion in the joint followed. 
Extension was accomplished only after various 
maneuvers, either by the patient himself or by 
forceful pulling of the leg by his companions. Dis- 
ability was complete for a while and effusion per- 
sisted for a period varying from a few days to a few 


weeks. Usually relief was not experienced until the 
knee was “put in,’’ when the patient felt a sort of 
click or snap. 

It is not always easy to distinguish between in- 
juries to the internal cartilage and those to the ex- 
ternal cartilage, but when the external cartilage is 
involved the pain is usually felt on the outer side of 
the knee and a little posteriorly. Of a series of 232 
cases of knee-joint derangement seen at the Mayo 
Clinic in which the cartilage was removed, the in- 
ternal cartilage was found to be injured in 214 and 
the external cartilage in 18. The histories of the 
2 types of injury did not show any differences 
that were of aid in the differential diagnosis. Opera- 
tive procedures are not necessary unless the de- 
rangement cannot be reduced or the disturbance 
recurs. 

The term ‘‘loose semilunar cartilage” so often 
used is usually a misnomer as fractures of the semi- 
lunar cartilage are more common than is ordinarily 
believed. The most common type of tear is the 
loop or bucket-handle fracture in which the internal 
condyle catches the meniscus, ripping it in the 
middle three-fifths and crowding over in the inter- 
condylar notch a loop which is attached anteriorly 
and posteriorly. It is occasionally seen also in the 
external cartilage. The roentgen ray is of no value 
in the diagnosis as the semilunar cartilage does not 
cast a shadow. 

Loose osteocartilaginous bodies may be formed 
by osteo-arthritis of the knee joint, osteochondritis 
dissecans, or osteochondromatosis. As long as the 
loose bodies are in the byways of the joint and are 
not caught between the ends of the bone, they cause 
little or no trouble. The catching or locking in 
cases in which osteocartilaginous bodies are present 
is not so severe as that occurring when the semi- 
lunar cartilage is injured. The presence of osteo- 
cartilaginous bodies is, per se, an indication for 
their removal. 

Slipping of the patella is usually seen in females. 
Often there is a history of its occurrence in other 
members of the family. The dislocation is almost 
always outward. It is probably due to congenital 
maldevelopment of the patella. It does not always 
occur in persons with knock-knee. The treatment 
is essentially surgical. The dislocation can be pre- 
vented by the simple procedure of transferring the 
insertion of the patellar tendon to the inner side of 
the midline. 


’ 


Shands, A. R., Jr.: Pyogenic Arthritis in the Knee 
Joint of Rabbits: Treatment with Gentian 
Violet. Experimental Study. Arch. Surg., 1928, 
XVi, 1039. 

In experiments on rabbits the joints were in- 
fected with a pure culture of staphylococcus aureus 
and when a definite local reaction was noted the 
joint was aspirated for culture and from one to 
three injections of 1 c.cm. each of gentian violet 
were given. The manifestations in the joint were 
observed until the active process had subsided. 
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X-ray examinations and frequent cultures were 
made. After the subsidence of the process the 
animal was killed and the joint studied grossly and 
microscopically. It was found that the gentian 
violet caused sterilization of the joint in 85 per cent 
of the cases. Rosert V. Funston, M.D. 


Gill, A. B.: Injuries of the Foot and the Ankle. 
Allantic M. J., 1928, xxxi, 552. 


Following a discussion of the conditions and laws 
governing the normal function of the foot, Gill 
reviews the usual causes of disabilities resulting from 
injuries, particularly fractures, and suggests meth- 
ods of treatment to restore function as early and 
completely as possible. 

In considering the mechanics of weight-bearing 
and locomotion, he points out that when the center 
of gravity is permanently moved to either side of its 
normal position in the foot, increases of tension 
and pressure must follow and pathological changes 
in the bones and soft tissues must develop. More- 
over, if the normal function of a joint is abolished 
or limited, abnormal motion and strain are apt to 
occur in other joints. 

Curative and corrective measures must therefore 
be based on certain fundamentals of anatomy and 
physiology. ‘The line of the center of gravity of 
the body passes along the crest of the tibia, through 
the center of the lower articular surface of this bone, 
and directly through the center of the astragalus 
as viewed from in front, and is continued in large 
part through the os calcis to the ground. The inter- 
nal and external malleoli keep the astragalus 
centered beneath the tibia and have nothing to do 
with the transmission of weight. Displacement of 
the astragalus or os calcis moves the center of the 
weight-bearing axis, with resultant strain and ac- 
companying changes in the external shape and 
internal architecture of the bones of the foot. 

The ankle joint has only anteroposterior motion. 
Dorsiflexion extends not more than 20 degrees 
beyond a right angle, and plantar flexion, 60 degrees 
beyond the right angle in the opposite direction. 

The author describes also the action of the tarsal 
joints, particularly subastragaloid and astragalo- 
scaphoid function. 

In the discussion of fractures of the ankle, the 
conditions frequently causing prolonged partial or 
total disablement are reviewed and means of pre- 
venting or lessening such disabilities are suggested. 

Fracture of the internal malleolus and of the fibula 
an inch or more above its tip is the most common 
fracture of the lower extremity. The incidence of 
poor results in such cases is high. Accompanying 
the fracture, a lateral displacement of the astragalus 
frequently occurs, usually to the outer side. At 
times there is also a posterior dislocation, which may 
be accompanied by a fracture of the posterior lip 
of the tibia. Dependent upon the direction of the 
breaking force, many variations of the classical 
fractures of the lower shaft occur. As a result of 
great violence there may be a transverse fracture 


of the tibia above the ankle and of the fibula a little 
higher. In children, separation of the lower epi 
physis of the tibia may occur. 

The causes of disability include pain and tender- 
ness, weakness of the ankle and foot, and stiffness 
of the ankle. The conditions responsible for these 
are lateral displacement of the astragalus, posterior 
displacement of the astragalus, non-union of the 
internal malleolus or, less frequently, of the fibula, 
and limitation of dorsal flexion of the ankle. The 
objectives of treatment are: (1) reduction of the 
dislocation of the astragalus, (2) union of the frac 
tures, and (3) preservation of the function of the 
ankle joint. 

Reduction of the astragalus is to be secured by 
the usual manipulation. Union of the fracture will 
occur if reduction of the astragalus is accomplished 
and maintained. Function of the ankle joint is to be 
preserved by securing at once complete or almost 
complete dorsal flexion and employing early 
physiotherapy. 

In the treatment of old fractures, operation is 
necessary to correct malunion with lateral subluxa 
tion of the astragalus and non-union, When there 
is dysfunction of neighboring joints, painless stability 
is preferable to painful limited motion. 

In fractures above the ankle, reduction should 
restore the normal weight-bearing line of the leg 
and foot. 

In epiphyseal separations, operation is to be 
condemned. 

In discussing fractures of the os calcis, the author 
comments on the high incidence of poor results in 
such cases. The causes of disability are usually 
traceable to one or more causes, viz., changes in the 
shape of the bone, involvement of the subastragalar 
joint, tender exostoses, projecting fragments, and 
deviation of the normal weight-bearing surface. As 
treatment of these fractures, Gill recommends: 

1. Reduction of the fracture under general 
anaesthesia. 

2. The application of a removable plaster cast or 
a posterior plaster splint molded firmly about the 
heel and upward beneath the arch, with main 
tenance of flexion of the knee and ankle and preser- 
vation of the normal weight-bearing line of the leg 
and foot. 

3. Baking, massage, and passive movements 
begun and continued as after fractures of the ankle. 

4. Gradual dorsal flexion of the foot and exten- 
sion at the knee as the fracture begins to unite. 

5. Gradual resumption of weight-bearing in the 
plaster cast and finally with an ankle brace and a 


_ pad in the shoe beneath the arch. 


In the author’s opinion, the two chief considera- 
tions in the treatment of fractures of the os calcis 
are restoration of the os calcis beneath the center 
of gravity and preservation of motion in the sub 
astragalar joint. 

In fractures of the foot anterior to the midtarsal 
joint, open operations are unnecessary and inadvis- 
able. The chief considerations in the treatment are: 
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1. Restoration of the longitudinal and _trans- 
verse arches of the foot by molding them with the 
hands. 

2. The use of a molded plaster splint to main- 
tain the arches and preserve rotation of the foot on 
its longitudinal axis. 

3. The use of a steel shank and arch pad in the 
shoe after removal of the splint. This is of special 
importance as many persons have pronated or flat 
feet antedating injury to the foot. 

4. Exercises to strengthen the foot. 

5. Support of the foot. Support must be con- 
tinued longer than is necessary in other parts of 
the body because the foot bears the entire weight. 

Georce C. Henset, M.D. 


Hench, P. S., and Fortin, H.: The Care of the Feet 
in Chronic Arthritis. \/ed. Clin. M. Am., 1928, 
xi, 1003. 

The care of the feet in chronic arthritis is very 
important as it is necessary for the patient to be up 
and around as much as possible in order to prevent 
crippling deformities. Treatment should not be 
restricted to the “orthopedic phase,” but should be 
carried out also during the acute and subacute 
stages. 

The most common defects caused by the dis- 
order are: (1) pronation, (2) depression of the 
longitudinal and anterior metatarsal heads, (3) 
metatarsalgia and painful calluses, (4) bunions 
and hallux valgus, (5) Achilles and calcaneal spurs, 
and (6) rigidity of the feet and toes. 

Seven cases representing the various defects are 
reported, and the general symptoms and methods 
of treatment are discussed. The type of shoe that 
should be worn is described, the main essentials 
and the variations for the different deformities 
being pointed out. 

The defects of the feet are the same in infectious 
and static or traumatic arthritis, but in infectious 
arthritis there is evidence of an inflammatory 
reaction in the soft tissues. In both types the con- 
dition is disabling and treatment should be started 
early. 

In the infectious type the patient should be 
placed on the regimen for arthritis, while in the 
static type local treatment with reduction of weight 
is indicated. 

Spurs of the os calcis should be treated con- 
servatively, but if the condition does not respond 
to conservative measures, operation is advisable. 
Hallux valgus and deformed toes require operation 
so that the patient may begin to wear proper 
shoes as soon as possible. 


Nové-Josserand, G.: ‘‘Artrorise’’ of the Foot. J. 
Bone & Joint Surg., 1928, x, 261. 


The idea of limiting the motions of the tibiotarsal 
articulation by a bone prop to prevent deformity of 
the paralytic foot first occurred to Toupet who in 
1919 performed an astragaloid arthrodesis by means 
of a graft, transfixing the astragalus and calcaneus 


and allowing the posterior extremity of the graft 
to project behind as a prop against the tibia to 
prevent foot-drop. Two years later Putti introduced 
an anterior prop to prevent calcaneus deformity 
and to aid in walking without apparatus in paralysis 
of the femoral quadriceps. He proposed for this 
operation the term “artrorise.”” In 1923, Campbell 
described a new technique for a posterior prop, and 
in 1925, the author presented another at the French 
Orthopedic Congress. The results of these operations 
are beginning to be known through the work of 
Putti, Calendra, Camera, and Delitala. 

In Campbell’s procedure the attempt is made to 
form on the tibiotarsal articulation a bony mass 
adherent to the posterior border of the astragalus 
and resembling an olecranon. The operation is 
begun by a subastragaloid arthrodesis in the course 
of which the scaphoid and several small pieces of 
bone are removed. ‘The fragments, freshened on 
all of their surfaces, are heaped up in a mass in a 
small area prepared in the soft parts in front of 
the tendon of Achilles and in contact with the 
posterior border of the astragalus, which is also 
freshened. Campbell reported that he had performed 
this operation twenty-four times and the results 
were permanent at the end of a year. He fashions at 
the posterior border of the astragalus either a rounded 
process of bone or a veritable hook. 

Campbell’s procedure has the disadvantage of 
the loss of the scaphoid. Moreover, the pyramid 
formed by the piling of the small pieces of bone 
behind the tibia is sometimes less stable than neces- 
sary and in danger of being crushed. 

In the author’s method the attempt is made to 
form a hook resembling the olecranon by cutting 
from the upper surface of the calcaneus a piece of 
bone with an osseous pedicle, raising it vertically, 
and sliding it in front of the tendon of Achilles. 
When the tendon of Achilles is contracted, it is 
lengthened by subcutaneous section made somewhat 
high to preserve the integrity of the graft. 

After the operation the foot is immobilized by a 
plaster bandage in a position of flexion of 80 degrees 
for two months. The bandage is then renewed and 
worn another two months, during which time the 
patient is allowed to walk. At the end of four 
months the use of the foot without apparatus is 
allowed. 

The author has operated upon twelve cases by 
this procedure. Clinically, all of the patients had 
good results. The support limits the plantar flexion 
to from 100 to 110 degrees and the dorsal flexion to 
from 15 to 30 degrees. The graft is not absorbed 
unless the pedicle is broken in the course of the 
operation. 

The anterior artrorise is generally done according 
to the technique described by Putti. The neck of 
the astragalus is exposed by a longitudinal incision 
and then, the foot being placed in extension, a 
transverse opening is made with the chisel at the 
level of the anterior border of the trochlea of the 
astragalus and the graft is sunk into this opening. 
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Putti takes the graft from the tibia, but the author 
prefers to obtain it from the calcaneus or the 
cuboid in the course of the subastragaloid arthro- 
desis. 

Putti has reported twenty-five cases in which this 
operation was done and has described twelve late 
results, including the outcome in one case operated 
upon four years previously. In the only case in 
which the operation failed, there was pain at the 
level of pressure of the support. In all of the other 
cases the results were good. 

In the author’s clinic this operation has been per- 
formed in five cases. In three, the result was excel- 
lent. In the two others the support was insufficient, 
the transplant being slightly inclined toward the 
front, probably because it was too slender in one 
case and had been placed obliquely in the other. 

It is seen from the three cases successfully oper- 
ated upon that artrorise is capable of giving positive 
and durable results. Blocking of the foot is ob- 
tained, leaving a mobility of from 15 to 20 degrees, 
which is quite sufficient for walking, and the in- 
conveniences which had been predicted have not 
developed. 

The most important question is that of persist- 
ence of the bony support. Fractures and absorp- 
tion are usually due to faulty technique or differ- 
ences in the value of various kinds of grafts. 

The procedure is most applicable to the case of 
infantile paralysis. Indications are present also in 
paralysis of the external popliteal nerve of trau- 
matic or other origin and in cases in which the 
muscles have lost their action as extensors or flexors 
of the foot. 

In cases of spastic paralysis, the operation seems 
to be somewhat in question as it is doubtful whether 
the support will be able to withstand the constant 
pressure. Norman C. Buttock, M.D. 


SURGERY OF THE BONES, JOINTS, 
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Buzello: Should the Marrow Cavity Be Chiselled 
Open in the Acute Stage of Osteomyelitis? (Soll 
man in akuten Stadium der Osteomyelitis die Mark- 
hoehle aufmeisseln?). Zentralbl. f. Chir., 1928, lv, 
820. 

In the Greifswald Clinic it is believed that in 
acute osteomyelitis the infected marrow cavity 
should be chiselled open as soon as possible even 
in the presence of an abscess in the soft parts. This 
opinion is based on the malignancy of acute osteo- 
myelitis on the German east seacoast and_ the 
findings of routine examinations of the blood 
previous to the operation. It is believed that infec- 
tion of the blood or general sepsis can be avoided 
only by early emptying of the pus. There is no 
evidence that resorption of bacteria or toxins is 
favored by the procedure. The statistics of the 
cases of acute osteomyelitis treated at the Greifswald 
Clinic during the last fifteen years show that the 
end-results, the incidence of complications, and the 


duration of incapacity for work compare favorably 
with those of clinics in which the marrow cavity is 
not opened up. 

With regard to the technique, Buzello calls 
attention to the importance of using a sharp chisel. 
The separation of periosteum should be as limited 
as possible, and unnecessary curetting of the 
marrow cavity should be avoided. After the curet- 
ting the cavity should be packed loosely with gauze 
and the edges of the bone covered with invaginated 
skin. The use of moist compresses and Bier’s 
hyperemia are contra-indicated. The nature of the 
intervention is determined by the patient’s general 
condition and age, the duration of the disease, the 
height of the fever, the number of leucocytes (which 
in severe cases rises to from 30,000 to 40,000), and 
the results of blood culture. The chiselling pro- 
cedure is indicated especially in the cases of patients 
over twenty years of age and in those of old rachitics 
since in such cases the cortical layer is very thick. 
At the Greifswald Clinic the operation is limited to 
mere incision only in the very rare cases which are 
seen in the first five days of the disease, the cases of 
young children in very poor general condition, and 
those of old persons whose general condition is 
favorable and whose blood yields no or only a few 
cultures. 

In the discussion of this report, MUELLER stated 
that he favors the two-stage procedure, the first 
stage consisting in opening of the abscess and the 
second in necrotomy or radical curettage. The 
most severe cases cannot be saved, not even by 
primary amputation. If the fever does not recede 
within the first few days after the operation, Mueller 
does a secondary trephination. 

VORSCHUETZ maintained that pus should be 
evacuated in acute osteomyelitis. When the diag- 
nosis is certain, a trephination should be done at 
once and as much bone should be removed as is 
completely stripped of its periosteum. In cases in 
which the bone is completely denuded of periosteum, 
Vorschuetz has divided it with the Gigli saw at the 
border and broken it off at the epiphyseal line. 
When the general condition is very poor in such 
cases he incises the soft parts first and performs the 
resection secondarily. The bone rapidly re-forms 
from the inflamed periosteum. The skin and mus- 
cles are sutured over a drain as thick as a finger, 
which is left protruding from both ends for purposes 
of irrigation. As a rule the drain is removed after 
two weeks. Of 147 cases, resection was done in 45 
and yielded good functional results. 

OEHLECKER emphasized the value of blood cul- 
tures, especially in osteomyelitis of the spine. He is 


‘in favor of primary removal of the focus. He 


reported cases in which, because of the lack of sur- 
geons in Germany during the War, this was not 
done and severe metastatic foci of pus developed. 
FREUND stated that he also favors primary 
chiselling and for this purpose recommends the 
electric ball burner with which the operation can be 
done rapidly and safely under ethe anesthesia, 
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Sticu reported that he is opposed to early tre- 
phination except in the cases in which fat is found 
in the pus. He has come to this conclusion because 
in the early stages of the disease it is impossible to 
determine the site at which the marrow is diseased. 

Pets-LEUSDEN reported a case of very severe 
acute osteomyelitis of the upper end of the tibia in 
which the patient’s life was saved only by early 
trephination. Srerriner (Z). 


Luethi, A.: The Treatment of Chronic Fistulous 
Suppuration of the Bone Marrow (Zur Be- 
handlung der chronischen fistuloesen Knochen- 
markeiterung). Schweiz. med. Wehnschr., 1928, 
Iviii, 138. 

To cover the bone wounds in chronic osteomye- 
litis the author recommends as a substitute for 
fixation of the skin in the wound by bone nails, as 
was done heretofore, the invagination of the skin 
into the wound by means of U-shaped sutures of 
strong catgut at a distance from the wound with 
the introduction of drains between the flaps. He 
leaves the sutures in place for from eight to ten 
days. At the metaphysis, where the amount of skin 
available is often not sufficient, he makes two 
tongue-shaped flaps with their pedicles in the direc- 
tion of the body and immediately covers the skin 
wounds so formed with Thiersch grafts or leaves 
them to undergo gradual epithelization. When 
bone cavities are treated in this way, they often 
heal with surprising rapidity. 

In the discussion of this report, ENDERLEN stated 
that in the course of years he has become more con- 
servative with regard to chiselling of the bone. In 
severe cases he still employs this procedure, but in 
mild cases he now opens only the abscess. In very 
severe cases no procedure is of avail. Enderlen has 
seen the most mild cases of bone suppuration in 
Munich and the most severe cases in Greifswald. 
In Basle, Wuerzburg, and Heidelberg, the condition 
is of medium severity. 

Roux remarked that chronic osteomyelitis occurs 
in all parts of the skeleton more frequently than at 
the sites of predilection of acute osteomyelitis, a fact 
suggesting that it may be due to some other micro- 
organism. He has noted that small children with- 
stand severe osteomyelitis better than older children. 

SCHWEIZER called attention to the fact that in 
spite of extensive resection of the diaphysis in 
chronic osteomyelitis, marked thickening of the 
bone recurs. 

HENSCHEN stated that young persons living in 
rural districts are more often afflicted with osteo- 
myelitis than young persons living in cities. In 
some cases of osteomyelitis a bacterial blocking of 
the reticulo-endothelia of the marrow apparently 
plays a part. This is indicated by the findings in 
splenectomized rats, 50 per cent of which, because 
of their latent infection, are not able to withstand 
splenectomy. As the normal pressure in the marrow 
cavity is increased by the inflammatory hyperemia 
of osteomyelitis, rupture of the fat cells and osteo- 


myelitic fatty emboli may result. The haversian 
canals are widened by erosion and osteolysis and 
act as a multiple system of natural drainage tubes 
which direct the pressure in the marrow cavity and 
the exudate in an outward direction. The suppura- 
tion of the marrow gives way to early focal hemoly- 
sis, island-shaped necroses, dissolution of the inter- 
cellular substance, and inflammatory infectious 
hemorrhages in the marrow. 

As hematogenic osteitis is merely the clinically 
prominent sign of a septicemia, not only the osteo- 
myelitis but also the primary infection (in the jaws, 
tonsils, etc.), insofar as it is still active, and the 
blood infection must be combated. 

When the infection involves a more extensive por- 
tion of the bone, it is necessary, especially in the 
case of growing bone and in the presence of phleg- 
mons of the tendon sheaths, to substitute for open 
treatment by a more or less extensive incision, the 
small incision method which spares the vitality of 
the bone to a greater extent. Trephination of the 
marrow cavity is necessary only when an already 
macroscopically visible fat embolism of great extent 
indicates an abnormally high pressure and _ in- 
sufficient drainage of the marrow cavity or an 
operation on the bone will help to check the spread 
of the infection to neighboring zones. For reasons 
based on bone topography, early trephination is 
indicated only in severe osteitis of the lower jaw, 
the sacrum, and the skull, foci at the upper end of 
the femur near the joint, and in the long bones. In 
diseases of the ribs, sternum, and vertebral arches, 
resection is necessary. 

Henschen does not approve of diaphyseal resec- 
tion in osteomyelitis of the long bones as it deprives 
the body of important building material for the 
formation of a substitute bone. Too radical inter- 
ference lessens the vitality of the bone by causing 
postoperative thrombo-arteritis and thrombophle- 
bitis and favoring the development of unnecessary 
vascular complications. It renders a later necrotomy 
more difficult, disseminates the infection into adja- 
cent tissues, injures the apparatus of motion, and 
produces later deformities of growth. 

In the short bones of children a small trephine 
hole, ‘‘one-focus trephination,” is sufficient. For 
extensive diaphyseal osteomyelitis, Henschen recom- 
mends multiple small trephinations of the marrow 
cavity in imitation of the natural self-drainage of 
osteomyelitic bone foci since in bone it is not a single 
abscess that is to be drained but multiple small dis- 
seminated pus foci. 

Henschen has never seen any successful results 
from vaccine therapy in acute cases. In subacute 
and chronic cases, he has observed them only when 
the infection was due to the staphylococcus. He 
states that if vaccine therapy, heliotherapy, and 
quartz-light irradiation, a nutritious diet containing 
bone vitamins, roentgen irradiation, and passive 
hyperemia do not lead to results, the “trough 
resection” or resection of half of the circumference 
of the bone with removal of the internal bone 
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infection and the introduction of soft parts into the 
trough defect is insistently demanded. 

If it is possible to avoid doing so, osteomyelitic 
abscesses should not be opened by incisions in the 
vicinity of large blood vessels or a joint since such 
incisions favor erosion hemorrhage and suppura- 
tion of the joint. For the drainage of such foci, 
Henschen prefers artificial silk drains to thick rub- 
ber drains. TOBLER (Z). 


Gratz, C. M., Wright, I. S., and Mackenzie, I.: 
Arthritis: Medical and Surgical Treatment. 
Surg. Clin., N. Am., 1928, viii, 433. 

The authors distinguish two main types of 
arthritis in accordance with the classification of 
Nichols and Richardson: (1) the primary or pro- 
liferative, constituting about two-thirds of the 
cases, and (2) the degenerative, constituting about 
one-third of the cases. In both types the removal 
of foci of infection is indicated. 

The prognosis of proliferative arthritis is better 
than that of the degenerative type because the 
etiology of the former condition has been deter- 
mined. Proliferative arthritis tends toward anky- 
losis and unless preventive measures are employed 
may lead to deformity. The joints should be treated 
in the position which is best for function. As the 
patients are usually adolescents or young adults, 
conservative measures must be used. 

With regard to the treatment of degenerative 
arthritis the authors discuss simple support by 
means of braces and plaster and surgical ankylosis 
of the joint. 

Treatment that has been found of some value in 
both types of arthritis consists in: (1) the use of 
non-specific proteins such as typhoid vaccine, sterile 
milk, etc.; and (2) measures to increase the bodily 
resistance such as those promoting elimination, 
hygienic measures, and, in grave cases, blood 
transfusion. 

The drug treatment of arthritis includes the use 
of sodium salicylate, iodides, o-iodoxybenzoic acid 
and allied compounds, arsenic, and thyroid extract. 
It is emphasized that drug therapy should be used in 
conjunction with other methods of treatment. 

Of the operative procedures indicated in various 
forms of arthritis, the authors mention manipula- 
tion, arthroplasty, arthrodesis, osteotomy for the 
correction of deformity, and arthrotomy. Physio- 
therapy in the form of massage and the use of 
radiant light and heat, the sinusoidal current, 
ultraviolet rays, heliotherapy, hydrotherapy, the 
paraffin bath, and colonic irrigations is discussed. 

The routine examination carried out by the 
authors in cases of arthritis is outlined and three 
types of cases are reported. The following con- 
clusions are drawn: 

1. The treatment of a patient with arthritis 
should be based on a complete history and physical 
examination and the findings of laboratory tests. 

2. Most cases can be easily classified in one of 
the groups discussed. 
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3. The treatment of these cases requires a knowl- 
edge of the fundamental principles of orthopedic 
surgery, medicine, and physiotherapy and the close 
co-operation of specialists in these branches. 

4. No one type of treatment is suitable for all 
cases, and some cases remain refractory to all known 
methods. FREDERICK A, Jostes, M.D. 


Meyer, H.: Investigations with Regard to Tendon 
Transplantation (Untersuchungen ueber den 
Sehnenersatz). 52 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1928. 

Tendon substitution may be performed by auto 
plastic, alloplastic, or heteroplastic methods. The 
autoplastic method gives the best results. How 
ever, autoplastic material is not always available in 
sufficient quantities. In the alloplastic method the 
transplanted material is destroyed and the newly 
formed substitute tissue resembles scar tissue. The 
result of heteroplastic operations is similar, but the 
substitution occurs more slowly and causes a more 
marked reaction. 

Meyer discusses also the use of silk ligatures. 
In the course of time these become transformed into 
tendon-like structures. Intermediate between these 
methods is the use of formalin-hardened tendons. 
By experiments on dogs, Meyer attempted to de 
termine how the substitution occurs. In this in 
vestigation he performed sixty-two transplantations. 
The formalin-hardened tendons healed in well. 
There was no infection and only a slight reaction. 
Macroscopically it appeared that a loose connective 
tissue was formed. Histological examination re 
vealed an emigration of white blood cells and dis 
appearance of the nucleus of the transplant. ‘The 
dead cells of the transplant were replaced by the 
cells of the host. The transplanted material was 
fixed in position with silk sutures. In the healing 
there was no difference between the autoplastic and 
the hardened tissue. The hardening process lasted 
for from twenty-four hours to three wecks. 

The surface of application of a transplant should 
be as broad as possible. After the operation the 
limb should be immobilized for from twenty-four to 
forty-eight hours and soon thereafter functional 
demands should be made upon it. 

In the discussion of this report, ScHwaRz recom 
mended fascia for tendon transplantation. ‘The 
conditions for its healing are very favorable and it 
has good mobility. Schwarz has used also strips of 
braided connective tissue. Transplants heal best 
when functional demands are made upon them 
early. As they must be kept under definite tension, 
a good attachment to the muscle is necessary. 

% STETTINER (Z). 


Carter, W. W.: Treatment for Split Finger Nails. 
J. Am. M. Ass., 1928, xc, 1619. 


Carter maintains coaptation of the fragments 
of a split finger nail by means of dermal sutures 
until the cracked portion has grown out beyond the 
finger. ELVEN J. Berknetser, M.D. 
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Juengling, O.: Operative and Conservative Treat- 
ment of Tuberculosis of the Knee (Operative 
und konservative Behandlung der Knietuberkulose). 
52 Tag. d. deutsch. Ges. f. Chir., Berlin, 1928. 

Juengling reviews 124 cases of tuberculosis of the 
knee, 23 of which are still under treatment. This 
condition is particularly well suited for a study of 
the different methods of treatment. The conserva- 
tive treatment consists in heliotherapy. Most of 
the patients whose cases are reviewed were out- 
patients and were given written instructions as to 
the exposures to the sunlight. In every case an 
X-ray examination was made and a cast applied. 
Paracentesis and hyperemia were not employed. 
The treatment must be kept up for years. This 
method has the disadvantage that the parents of 
children or the patients themselves often become 
impatient and consult quacks and the latter reap 
the credit for improvement due to the previous 
treatment. 

In the evaluation of the results a distinction 
must be made between those in children and those 
in adults and between the hydropic and the fun- 
gous forms of the disease. Juengling cited figures 
showing that, in the child, conservative methods are 
indicated in both the hydropic and the fungous 
forms of the condition, whereas, in the adult, the 
fungous form should be treated by early resection. 
He states that previous unsatisfactory results of 
knee resection in the adult were due to delay of the 
operation. Care must be taken not to mistake the 
non-irritative stage of the tuberculous affection 
for cure. STETTINER (Z). 


Eikenbary, C. F.: Transplantation of the Entire 
Fibula to Replace the Tibia. Northwest Med., 
1928, xxvii, 284. 

Eikenbary reports, with illustrations, two cases 
in which the fibula was employed as a substitute for 
the tibia which had been destroyed by osteomye- 
litis. The upper end of the fibula was transplanted 
into the remaining tibial head. In accordance with 
Wolff’s law, the enlargement of the single shaft was 
sufficient to allow weight-bearing without support. 

W. P. Birount, M.D. 


FRACTURES AND DISLOCATIONS 


Allen, A. W.: Living Suture Grafts in the Repair 
of Fractures and Dislocations. Arch. Surg., 
1928, xvi, 1007. 

Allen describes a very ingenious and interesting 
technique for the use of fascia lata transplants. 
After the transplants have been passed through the 
bone the ends are spread and sutured to the sur- 
rounding ligamentous structures. When this is done 
it is possible to begin motion much earlier than 
following the use of absorbable sutures. The 
transplant is retained as part of the permanent 
structures. 

The author has used this method chiefly for frac- 
tures of the patella and olecranon, but it has proved 


of value also in recurrent luxations of the clavicle 
and the head of the radius. 
Ropert V. Funston, M.D. 


Mock, H. E.: Periosteal Transplants in the Repair 
of Delayed Union, Ununited Fractures, and 
Loss of Bone Substance. Surg., Gynec. & Obst., 
1928, xlvi, 641. 

The author discusses the problem of bone growth, 
quoting German, French, English, and American 
authorities. He reviews the various theories as to 
which layer is responsible. From his own observa- 
tions he has come to the conclusion that periosteum 
is necessary for the regeneration of bone, and that 
in cases of delayed union, ununited fracture, and 
loss of bone substance, the proper application of a 
periosteal transplant about the side of the damaged 
bone will result in healing and correction of the 
defect. He does not claim, however, that periosteal 
transplants are superior to osteoperiosteal trans- 
plants in all cases. 

Following a discussion of the relative value of the 
cortical graft, the osteoperiosteal graft, and the 
periosteal transplant, he reports eight cases in which 
periosteal transplants were used with satisfactory 
results. He concludes that in practically every case 
in which autogenous bone grafting is indicated, 
repair can be obtained most rapidly and with least 
trauma to the tissues from the use of an osteopcrios- 
teal or purely periosteal transplant. 

Ropert V. Funston, M.D. 


MacAusland, W. R.: Fracture of the Olecranon. 
Am. J. Surg., 1928, iv, 398. 

The author reports five cases of fracture of the 
olecranon process which were operated upon early 
with excellent results. He makes a lateral drill 
hole through the body of the olecranon and at the 
point of attachment of the triceps tendon fixes the 
fragments in position by means of a chromic suture. 
He emphasizes the importance of operative treat- 
ment in these cases. Rosert V. Funston M.D. 


Magnus: Fractures of the Transverse Processes of 
the Vertebrz (Die Querfortsatzbrueche der Wir- 
belsaeule). 52 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1928. 

While fractures of the transverse processes of the 
vertebra are frequent complications of other in- 
juries, they seldom occur alone. In the very 
abundant accident material in the mining district 
of Bochum, only 99 isolated fractures of the trans- 
verse processes of the vertebra were found in 1,233 
injuries. The first lumbar vertebra was involved 44 
times; the second, 16 times; the third, 18 times; 
the fourth, rr times; and the fifth, twice. Eight of 
the fractures were bilateral. When several trans- 
verse processes are involved they are usually 
adjacent. 

The diagnosis can be made with certainty only 
by means of the roentgenogram, but the examiner 
must not be led astray by the lighter area which 
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appears in the shadow at the site where the trans- 
verse process is crossed by the psoas muscle. He 
must bear in mind also the fact that the transverse 
process of the first lumbar vertebra often shows a 
joint at its distal end (lumbar rib). The author 
presented a roentgenogram in which such a joint 
articulation was seen next to a fracture of the 
transverse process. 

Fractures of the transverse processes of the verte- 
bra are usually caused by indirect violence such as 
powerful countermotion produced by a blow in the 
sacral region. The fragments usually heal again 
with bony union even though their position may be 
changed. Magnus showed a number of roentgeno- 
grams of cases in which the healing process led to 
grotesque forms. 

The treatment consists in rest in bed for three 
weeks followed by massage {or two weeks. The 
patient is then discharged with instructions to be 
careful for two months longer. Thereafter he 
receives accident compensation for disability of 
from ro to 1§ per cent for six months and at the 
end of that time is fully able to resume his usual 
work. STETTINER (Z). 


Polacco, E.: Erosion from Pressure on the Joint 
Cartilage in Experimental Unreduced Luxation 
of the Hip (Usure da pressione della cartilagine 
articolare nelle lussazioni sperimentali dell’ anca 
non ridotte). Arch. ital. di chir., 1928, xxi, 85. 


To determine the effect of pressure on joint 
cartilage, the author carried out experiments on 
rabbits from two to four months old, using a 
technique that as nearly as possible reproduced the 
conditions of unreduced luxation of the hip occurring 
in man. The coxofemoral joint on one side was 
dislocated and the animal then allowed to move 
about. The joint was not opened as the author 
wished to avoid the possible consequences of the 
trauma of such a procedure. 

Microscopic examination of the specimens showed 
that the excess pressure caused opposite effects in 
the bone and cartilage. The cartilage was eroded 
as a result of interference with its nutrition, and 
in the older cases was destroyed entirely. The bone, 


instead of undergoing regressive changes, showed 
signs of hypertrophy as a result of the increased 
function. 

Preiser believes that the initial lesion in arthritis 
deformans is atrophy of the parts of the joint 
surface that are not in contact, but the author’s 
experiments show that it is not these parts that 
undergo erosion and degeneration but the parts 
that are subjected to the maximum pressure, either 
on the head or in the acetabulum. 

Polacco did not produce true osteo-arthritis in 
his experiments although some of them were carried 
on for as long as four months, but in those in which 
the luxation was maintained there was erosion with 
final disappearance of the joint cartilage, opening 
of the subchondral marrow spaces, and signs of 
fibrous change in the marrow spaces—changes which 
may form the foundation for deforming osteo- 
arthritis when other causes are added. The experi- 
ments therefore support Pommer’s theory of the 
origin of arthritis deformans. They explain how 
arthritis follows reduced or unreduced luxation of 
the hip, coxa vara subluxans, and the osteochondritis 
of the femur which is secondary to surgical treat- 
ment of luxation of the hip. 

AupreY G. Morcan, M.D. 


Hall, J.S.: Fractured Femur. Am. J. Surg., 1928, iv, 
5%. 

The author, having himself suffered a fracture of 
the femur, makes some helpful suggestions for 
securing greater comfort for the patient during the 
course of healing. These include a canvas hammock 
supported from double pulleys attached to a sliding 
crosspiece on the Balkan frame, a belt passing 
under the patient’s shoulders, and a wooden rest to 
fit between the sound hip and the foot of the bed. 
The first permits the patient to raise himself from 
the bed for nursing care, the second permits him to 
raise himself into a semi-sitting position, and the 
third prevents the traction weights from pulling 
him down to the foot of the bed. A 1o-lb. counter- 
weight to support the ring of the Thomas splint 
prevents the ring from dropping downward as the 
patient assumes different positions. 
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BLOOD VESSELS 


Singleton, A. O.: The Use of Intra-Arterial Injec- 
tions of Sodium Iodide in Determining the 
Condition of the Circulation in the Extremities: 
Report of Cases. Arch. Surg., 1928, xvi, 1232. 

To determine the condition of the circulation in 
the extremities the author follows Brook’s method 
except that he employs light spinal anasthesia 
instead of nitrous oxide anaesthesia and injects the 
solution with a needle through the skin instead of 
exposing the femoral artery and vein by incision. 
About 10 c.cm. of a 100 per cent solution of sodium 
iodide is used as the injection fluid. 

Six cases in which the test was made are reported. 
Three of the six were cases of aneurism. In one 
case there was an aneurism of the popliteal artery; 
in another, an arteriovenous aneurism of the fem- 
oral vessels; and in the third, an aneurism of the 
first part of the brachial artery. The results in these 
three cases were satisfactory and the information 
gained was invaluable. 

In the other three cases the condition indicating 
the test was gangrene of the toes or feet. In two, 
the gangrene was of the senile or arteriosclerotic 
type, and in the other a moist gangrene due to 
thrombosis of the femoral vein . associated with 
sepsis. In these cases the results of the test were 
decidedly unfavorable. While the arterial tree 
showed perfectly and the condition of the circula- 
tion was clearly revealed, the damage to the already 
diseased and narrowed arterioles and capillaries 
from the sodium iodide was evident. In two in- 
stances the gangrene spread rapidly; in one, a high 
amputation was necessary, and in the other, death 
resulted. The following conclusions are drawn: 

1. Roentgenological examination after the intra- 
arterial injection of sodium iodide reveals the con- 
dition of the blood vessels accurately. Such injec- 
tion is apparently harmless when there is good 
capillary circulation with a free return of blood into 
the general circulation. 

2. In aneurisms of the extremities, both arterial 
and arteriovenous, the method gives valuable in- 
formation in regard to the blood vessels entering 
and leaving the aneurisms and in regard to the 
collateral circulation, which may be of great assis- 
tance in determining the method of treatment. 

3. In spontaneous gangrene resulting from 
venous or arterial obstruction the method is not 
safe and probably should not be used. It is contra- 
indicated in moist gangrene with venous obstruc- 
tion and also in arteriosclerosis because of the 
narrowing in the arterioles and capillaries. In 
thrombo-angiitis obliterans, in which the capillaries 
are usually much more normal and there is a better 


collateral circulation, the method should not be 
harmful. iui C. Ropitsnek, M.D. 


Blackford, L. M.: Coarctation of the Aorta. Arch. 
Int. Med., 1928, xli, 702. 


Coarctation of the aorta is a constriction or 
obliteration of the aorta in the region of its juncture 
with the ductus arteriosus or the vestige of the 
latter. The term “congenital stenosis of the isthmus 
of the aorta” is also employed for this condition 
but is clumsy and subject to ambiguous abbrevia- 
tion and has other disadvantages. 

From several series of autopsies, totalling more 
than 76,000 cases, 50 cxamples of the condition 
have been reported. If cases with associated 
anomalies are included, more than 340 cases have 
been recorded. Coarctation of the aorta has been 
diagnosed in 73 cases (8 at the Mayo Clinic), and 
the diagnosis has been verified at autopsy in 16 
cases (2 at the Mayo Clinic). In 6 other cases a 
diagnosis of obstruction of the thoracic aorta was 
made. 

In 1828, coarctation of the aorta was attributed 
to embryological maldevelopment. In 1923, Meixner 
supported this theory with the argument that the 
scarring at the insertion of the ligamentum arte- 
riosum is caused in the same way as scarring at any 
other fixed points in the aortic wall, such as the 
origins of the intercostals. Others have believed 
that the type of lesion found in infants is of develop- 
mental origin, but that the adult type develops 
after birth from the propagation of a hypothetical 
inflammatory process that closes the ductus or the 
contraction of hypothetical fibers from the ductus 
in the wall of the aorta which is brought about by 
active constriction of the ductus Botalli. 

The type of coarctation usually found in infants 
is an exaggeration of the physiological narrowing 
of the isthmus of the aorta which is present in fetal 
life. The segment involved lies between the origin 
of the left subclavian artery and the entrance of 
the ductus arteriosus and has been believed to be 
derived from the fourth branchial arch. Congdon 
has recently published evidence that in certain 
cases the primordium of this arch is finally distal 
to the ductus. Lesions of this type are often asso- 
ciated with other grave anomalies and are rapidly 
fatal. They are therefore of little clinical interest. 
To the series of 82 cases of coarctation in infants, 
which were reviewed by Abbott and earlier writers 
on the subject, Blackford adds a series of 41 other 
cases collected from the literature and 3 cases from 
the Mayo Clinic. 

In the adult type of coarctation the aorta appears 
as if it were more or less tightly ligated at, or just 
distal to, the ligamentum arteriosum. In 17 cases, 
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however, the ductus was patent. Precordial mur- 
murs are of little value in the differential diagnosis; 
a harsh systolic murmur in the left interscapular 
space is of greater significance. Of chief importance 
in the diagnosis are enlarged pulsating vessels with 
bruits and thrills coursing over the thorax, espe- 
cially the dorsal interscapular arteries, but these 
are not invariably present. In the abdominal aorta 
and femoral arteries, pulsation is usually imper- 
ceptible. The systolic blood pressure and the pulse 
pressure are usually high in the brachial arteries but 
low in the femoral vessels. The electrocardiogram 
shows no constant or significant change. Roent- 
genological examination is of aid in excluding 
aneurism, but the presence of aneurism does not 
rule out coarctation. The author has found only 1 
case of intrathoracic tumor causing collateral cir- 
culation. Often there are no symptoms. 

The most extensive bibliography on coarctation 
of the aorta has been recently published by King. 
Ten cases of grave developmental cardiac defect 
reviewed by Abbott and 3 cases reviewed here have 
not been included in the statistics. —The number of 
cases of rupture of the aorta is brought to 36 by 
the addition of 19 collected from the literature. 
Most of the subjects were between seventeen and 
thirty-three years of age, and 30 of them were 
males. The frequency of rupture in muscular young 
males may be attributable to a sudden marked in- 
crease in the blood pressure, congenital weakness 
of the aortic wall, or, more probably, both. Six 
cases of cerebral hemorrhage are reviewed, bring- 
ing the total to 22. Aneurisms probably of develop- 
mental origin were present in both groups. Twenty- 
three classical examples of the adult type are 
reviewed. In nearly every case the previous health 
of the persons in these 3 groups had been excellent. 
Four cases of general aortic hypoplasia, making a 
total of 23 such cases, and 6 atypical cases are 
reviewed. Most of the patients were sickly. 

From a study of the 136 examples of uncom- 
plicated coarctation in Abbott’s series and 58 cases 
in this series, it appears that coarctation is about 3 
times as common in men as in women and that in 
almost half of the cases death occurs between the 
ages of sixteen and thirty years. In 151 of these 
194 cases, the diameter of the lumen of the aorta at 
the site of constriction was less than 6 mm. In the 
series of 58 cases reviewed by the author, the heart 
was hypertrophied in 45, death resulted from sub- 
acute bacterial endocarditis in 8, and vegetations 
were present in an aneurism in 2. 

Blackford reports a case of atresia in which the 
condition was diagnosed by Shelden in 1906 and 
the diagnosis was verified at autopsy. Shelden and 
Woltman have reported 2 cases diagnosed clinically 
at the Mayo Clinic. In 1 of these, that of a boy 
who died from rupture of a cerebral aneurism, 
atresia at the insertion of the ligamentum arteriosum 

ut proximal to the left subclavian was found. 
Coarctation has been diagnosed clinically also in 6 
other cases at the Mayo Clinic. Two boys sixteen 


years of age and 2 men aged thirty and forty-six 
years respectively presented no symptoms. One 
girl suffering from exophthalmic goiter had been 
subjected to thyroidectomy before the associated 
anomaly was recognized, and in the case of another 
girl a differential diagnosis of the 2 conditions 
was necessary. Coarctation was diagnosed at 
autopsy also in the case of a young man who died 
from pneumonia twelve days after an operation for 
a disabling aneurism of the right subclavian artery. 
In this instance the right dorsal aorta was found to 
be patent. 

The evidence available indicates that fibers from 
the ductus do not appreciably invade the aortic 
wall and could not affect it if they did. Moreover, 
since coarctation may co-exist with a patent ductus 
arteriosum and since the scarring at the insertion 
of the ligamentum arteriosum has been explained, 
it appears that the pathogenesis of coarctation 
must be sought in embryology. If both theories as 
to the development of the fourth branchial arch of 
the left side are admissible, defective development 
of this structure will explain all cases of coarctation. 
In the several cases in which atresia was found 
proximal to the origin of the left subclavian artery, 
and especially in the case in which the right dorsal 
aorta persisted, the condition must have had its 
origin in the second month of embryonic life. 

In cases in which the diagnosis of coarctation can 
hardly be made it is probable that an associated 
anomaly will cause death or that the constriction is 
so mild as to be relatively innocuous. Of the 197 
adults with uncomplicated coarctation, 136 died 
from causes attributable to this condition and a 
number of others died from bacterial endocarditis 
or aortitis. Therefore, when the diagnosis of coarc- 
tation is made, foci of infection should be removed 
and the patient, especially if he is a robust young 
athlete, should be placed on a regimen of limited 
activity. 


MacLennan, D.: Hemorrhage from the Deep 
Epigastric Artery into the Rectus Abdominis. 
Brit. M. J., 1928, i, 895. 


A man fifty-five years of age was admitted to the 
hospital following a sudden attack of severe pain in 
the umbilical region which was definitely localized 
and increased with respiration. Examination re- 
vealed marked rigidity of the left rectus and a 
tender area in the middle segment of this muscle. 
The bowels had moved and there was no dullness in 
the flanks and no distention. The patient com- 
plained of nausea, but did not vomit. The tempera- 
ture was 98 degrees F., and the pulse 108. On the 
following day the condition remained unchanged. 

A midline incision above the umbilicus revealed 
an extensive hemorrhage at about the middle third 
of the left rectus muscle but no other pathological 
lesion. On account of the patient’s precarious con- 
dition, it was necessary to administer stimulants 
during the operation. Death occurred four days 
later. 
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At autopsy, the hamorrhage was found to have 
increased. ‘The heart valves were normal, but the 
myocardium was extremely friable. The entire 
arterial system showed an advanced stage of 
arteriosclerosis. WituraM J. Pickett, M.D. 


Moure, P.: Arteriovenous Aneurisms (A propos des 
anévrismes artérioveneux). Bull. et mém. Soc. nat. 
de chir., 1928, liv, 391. 

Papers on arteriovenous anecurism which were 
read at a recent meeting of the Société Nationale 
de Chirurgie prompted considerable discussion 
which, in this article, Moure presents in résumé, 
interjecting many ideas of his own. The discussion 
centered about the pathological anatomy and 
physiology, prognosis, and treatment of the condi- 
tion. 

Arteriovenous aneurisms may be classified into 
two large groups: (1) simple aneurisms, and (2) 
aneurisms with a sac. The latter may be further 
subdivided into those with a true sac and those with 
a false sac. It is possible to classify them also accord- 
ing to the endaneurismal appearance after they 
have been opened. 

The absence of clots in arteriovenous aneurisms 
is due to the fact that the endothelium from the vein 
quickly covers over the communication and pre- 
vents local coagulation. Although the lesion has 
been represented as essentially benign, with no 
tendency toward spontaneous cure but also none 
toward progressive enlargement, it has been shown 
clinically and experimentally (Leriche and Stulz) 
that the heart enlarges because of the increased 
pressure and does not return to normal after 
ablation of the aneurism. 

With regard to the treatment, it is generally 
agreed that early operation is not wise and that 
repair should be attempted only after cicatrization 
is complete. The aneurism must be allowed to heal 
completely; otherwise there is danger of secondary 
hemorrhage or infection and sutures are likely to 
tear through because of the friability of the tissues. 
Three months at least should be allowed from the 
time of cicatrization and closure of external fistulz 
before operation is undertaken. The only excep- 
tion to the rule are cases in which there is grave 
danger of spontaneous rupture or severe Cardiac 
damage. 

Absolute haemostasis is essential to the success of 
operation, and it is well to empty the limb of blood 
by means of a Martin bandage and to apply a 
tourniquet or compress the vessels by means of a 
rubber tube after their exposure. 

No one therapeutic measure applies to all arterio- 
venous aneurisms; the factor which determines the 
type of operation is the condition of the artery. It 
must be remembered that the primary aim of the 
surgeon is to save the patient’s life and the secondary 
aim to save the limb or re-establish the continuity of 
the artery. 

Quadruple ligation is not to be recommended as 
it does not assure absolute exclusion of blood from 


the aneurism; the area of communication must be 
attacked. Many surgeons perform a quadruple 
ligation and then remove the sac or segment of 
communication, but Moure, in agreement with 
Lecéne and others, believes it best to attack the 
lesion by the endosaccular route and to determine 
the measures to be taken on the basis of the charac- 
ter of the communication and the condition of the 
vessels. When this is done, a long, tedious, and 
often unsuccessful dissection of the area is avoided 
and it is at once seen whether the re-establishment 
of continuity of the artery is possible or the vessel 
must be sacrificed. When sacrifice of the vessel is 
necessary, hemostasis may be easily and effectively 
established by internal ligation or suture (obliterat- 
ing endo-aneurismorrhaphy) or the openings may 
be closed with bits of muscle, wax, or rubber. 
MicHaer L. Mason, M.D. 


Forestier, J.: Varices of the Lower Limbs. J. Am. 
M. Ass., 1928, xc, 1932. 

The injection of certain caustic solutions into the 
cavity of a varicose dilatation of the lower limbs 
will cause an aseptic irritation of the endovein and 
complete obliteration of the vessel. 

While the obliteration of varicose veins can be 
brought about by a large number of mineral sub- 
stances, the author uses for this purpose chiefly: (1) 
a 20, 30, or 4o per cent solution of sodium salicylate 
put up in 5-c.cm. ampoules; (2) red mercuric iodide, 
1 cgm. in 1 c.cm. of distilled water; or (3) a solution 
of a 0.4 gm. of quinine hydrochloride and 0.2 gm. 
of urethane in 3 c.cm. of distilled water. 

The injections are given with 3- or 5-c.cm. Luer 
syringes fitted with short-beveled needles 3 cm. in 
length and from o.5 to 0.6 mm. in diameter. No 
bandages are applied to distend the veins. The in- 
jection may be given with the patient standing or 
sitting, but the author prefers the recumbent posi- 
tion. He uses a special table to secure the desired 
position. 

Each varix must be treated according to the way 
it reacts to the sclerosing agent. Usually from 3 to 
5 c.cm. of the 20 per cent sodium salicylate is used 
at first and if the proper reaction is not obtained 
the higher concentrations are employed. The high 
concentrations cause severe cramps for a few min- 
utes. If sodium salicylate does not give satisfactory 
results, the red mercuric iodide is injected. This 
does not produce cramps. The quinine hydrochloride 
is employed for quick results. Sclerosis of as much 
as 20 cm. of the vein may be obtained at each in- 
jection and a number of injections may be given at 
one time. The amount of the quinine solution in- 
jected in one day never exceeds 6 c.cm. In some 


cases it may be necessary for the patient to rest for 
a few hours after the treatment. 

As a rule, two days elapse before the sclerosing 
action becomes noticeable. In some cases there may 
be only partial sclerosis, the vein walls becoming 
merely thickened without obliteration of the lumen. 
In others, there is complete obliteration, the vein 
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forming a solid cord. In still others, an inflamma- 
tory reaction occurs in all of the coats of the vessel, 
the vein becoming pink, swollen, and painful. In 
the last type of case moist applications may be 
necessary to relieve the inflammation. 

When iodized oil is injected into the vein under 
the fluoroscope it does not penetrate to the deep 
veins as long as the limb remains inactive. ‘The 
extension of the solution seems to be much slower 
than the circulation. 

Pathological examination of veins subjected to 
injections shows a process that differs from infec- 
tious irritation. ‘The author calls the sclerosis a 
“veinitis” and claims that in this process there is 
no tendency toward the formation of emboli. 

If some of the solution oozes from the vein at the 
time of its injection, from 5 to 10 c.cm. of normal 
salt solution should be injected at the site to de- 
crease the caustic action of the sclerosing solution 
and light massage should be used to disseminate 
the solution. 

The injection treatment of varicose veins is contra- 
indicated in the cases of old persons, persons in poor 
general condition, cases with oedema of the limb 
indicating interference with the deep veins, and 
cases of recent phlebitis. The varices of pregnancy 
should not be treated unless they persist for some 
time following delivery. Varicose ulcers in them- 
selves do not constitute a contra-indication to injec- 
tion treatment. Grorce A. Cottett, M.D. 


Homans, J.: Thrombophlebitis of the Lower 
Extremities. Ann. Surg., 1928, lxxxvii, 641 

Homans discusses thrombophlebitis of the lower 
extremities with special regard to involvement of 
the lymphatics. He distinguishes three types of 
venous thrombosis. The first type, known as “ phleg- 
masia alba dolens,” is a thrombosis of the principal 
deep veins of the limb which frequently begins in 
the pelvis. It is associated with fever and an 
evenly distributed swelling. 

The second type is a thrombosis of the superficial 
veins external to the muscular aponeurosis with a 
palpable thrombus formation in the great saphenous 
system of veins and evidence of inflammation about 
these vessels. 

The third type is a thrombosis in varicose veins. 

In venous thrombosis of the first type there is no 
blueness of the limb, a collateral venous circulation 
being established so readily that venous congestion 
is never a serious feature. The white swelling of 
deep thrombosis is attributed by Homans to a dis- 
turbance of the lymphatics which hug the veins 
closely. A lesion blocking the main lymph vessels 
at the groin or central to this point causes lymph 
stasis of the entire limb. Homans cites experimental 
work showing the relation between division of the 
lymphatics and the production of swelling of the 
limb. Phlegmasia alba dolens produced experi- 
mentally in dogs apparently represented a lymphatic 
obstruction of uncertain intensity due to the in- 
clusion of the trunk lymphatics of the leg in the 


thrombophlebitic process. Simple division of a vein 
will not cause this obstruction. 

Among the important late complications of iliac 
and femoral thrombosis is the occurrence in the 
superficial tissues of the calf of a “porky oedema” 
consisting of one or more areas which become 
successively indurated, pigmented, and sometimes 
ulcerated. This oedema is due to destruction of the 
superficial lymphatics producing characteristic scar 
formation superficial to the muscular aponeurosis. 

In superficial thrombophlebitis, the second type 
of venous thrombosis described by the author, there 
is involvement of the greater and lesser saphenous 
systems producing a more direct and general 
disability of the surface lymphatics. When, after 
widespread persistent superficial thrombosis, there 
is added to the oedema and induration of lymph 
stasis the congestion due to superficial varicosity ° 
and disabled perforating veins, the venous circula- 
tion appears to be severely damaged. 

In the third type of venous thrombosis—throm- 
bophlebitis in varicose veins—the factors primarily 
responsible for the thrombosis are changes in the 
vein walls incident to the varicosity, and the 
probable exciting causes are trauma and infection. 
Suppuration is rare. The veins are ultimately 
canalized and never permanently destroyed or ob- 
structed. There is a remarkable absence of second- 
ary disturbances in the form of cedema, induration, 
and ulceration of the calf. It therefore appears that 
an antecedent varix offers a certain protection 
against lymph stasis. It is possible that the lymph 
channels which normally accompany the superficial 
veins are destroyed early in the course of varix, 
that new lymph channels become established, and 
that the latter, being beyond the inflammatory 
process, are not disabled when the thrombosis of 
the varicose vein occurs. 

The treatment varies with the type and extent 
of the thrombophlebitic process. In iliac phlebitis, 
early operation is desirable only in cases of repeated 
pulmonary infarction and septicemia. In the 
presence of such complications, ligation of the 
common iliac vein or even of the vena cava central 
to the process may be attempted. In superficial 
phlebitis, ligation of the saphenous vein above a 
septic thrombosis is permissible, as is excision of 
some of the thrombosed vessel, provided strepto- 
coccal cellulitis is not threatened. Elevation and 
rest of the limb and the application of heat are 
desirable. Active motion when the patient gets up 
is more favorable to a return of fluid from the legs 
than relaxation. For the late complications in- 
volving the lymphatics, Homans suggests the exci- 
sion of strips of deep fascia beneath and for some 
distance above and below the areas of superficial 
cedema. The areas most severely damaged should 
be excised with the underlying muscular aponeurosis 
and this procedure followed by skin grafting. In 
thrombophlebitis in varicose veins, removal of the 
thrombosed varicose veins has proved to be a highly 
satisfactory procedure. Jacon M. Mora, M.D. 
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Letulle, M., Marchak, J.,and Boyer, G.: Buerger’s 
Disease (La maladie de Buerger). Presse méd., 
Par., 1928, xxxvi, 193. 

Following a description of the progress of 
Buerger’s disease and certain initial symptoms, the 
authors report the results of their clinical and 
anatomopathological research in thirty-eight cases. 
They divide the course of the condition, which is 
chronic with recurrent and sometimes overlapping, 
increasingly frequent and severe attacks, into 
three stages. 

In the first stage there is involvement of the super- 
ficial veins. This phlebitis may precede any apparent 
lesions of the arteries by many years. Often a very 
slow process retracts the walls of the veins. ‘The 
entire vascular trunk may be absorbed. This early 
stage was observed by the authors in only two cases, 
but in the others it was described by the patient. In 
some cases the hair may disappear from the surface of 
the legs. When the involvement of the veins is 
slight, it may be evidenced by only a slight swelling 
of the feet and a feeling of heaviness in walking. 
Small pseudopurpuric spots or small, very sensitive 
inflammatory nodules appear on the legs. The 
patient suffers from insomnia and complains of 
fatigue and sometimes of neuralgia and migraine. 

After a period of remission there is suddenly a 
severe exacerbation—the second stage of the con- 
dition. In this stage the patient is seized with pain 
in the foot, and the foot becomes cold and blanched. 
Atrophy of the foot, which often precedes the 
arterial lesions, sets in. ‘The distance which the 
patient can walk diminishes. In this stage he can- 
not bear the warmth of the bedclothes on his feet. 
A mild shock causes relatively severe pain. ‘The 
horizontal position of the foot becomes intolerable, 
and the patient lets the foot hang out of the bed. 
He notes that his foot is redder at night than during 
the day. Warming it produces pain. The skin of 
the foot is smooth, dry, and thick. ‘The nails are 
friable and may stop growing. At the beginning 
of this second stage the arteries still pulsate and the 
pulsation renders the diagnosis of obliterating 
thrombo-angiitis difficult. Obliteration of the 
arteries is not an indispensable forerunner of 
gangrene. In 50 per cent of the cases there is an 
increased leucocytosis reaching 15,000, with 80 per 
cent of polynuclears. ‘The cholesterin may reach 2 or 
3 gm. The amount of glucose may be increased. 
These findings may lead to a diagnosis of gout, 
rheumatism, or gonococcal arthritis. ‘There may be 
an induration of the entire internal saphenous vein. 
Inguinal adenopathies are constant. 

in the third period, all of the symptoms become 
aggravated. ‘The small ulcerated vesicle, at first 
solitary, begins to multiply. On the plantar surface 
of the foot an ecchymosis appears, presaging 
gangrene of the tissues. The pain becomes extreme 
and walking is no longer possible. In some cases 


the suppurating wound of the toe may be brought 
to cicatrization by local treatment with Dakin’s 
solution. As a general rule, however, there is loss 


of tissue on the upper surface of the foot and the 
foot becomes swollen and red. It is characteristic 
of Buerger’s disease that this tumefaction and red- 
ness may be made to disappear by lifting the foot. 
At this stage, amputation is rarely avoidable. The 
younger the patient the more severe the disease. 

In five of six cases treated in the initial stage with 
sodium nitrite, favorable results were obtained. 
Twenty-one patients were treated conservatively, 
thirteen of them with successful results. If medical 
therapy fails, amputation becomes necessary. In 
general, it should be done where the oscillometer 
shows normal findings. The authors always inject 
Delbet’s propidon to diminish the risk of infection 
at operation. Seventy-five per cent of the wounds in 
their cases healed by first intention. 

Acute giant-cell thrombophlebitis is characteristic 
of Buerger’s disease. Obliterating arteriolitis, chron- 
ic corpusculitis, and chronic lymphangitis demon- 
strate that there is, besides the acute thrombo- 
angiitis, a concomitant and pre-existing chronic 
pathological change which is the basis of the disease. 

Pace. 


BLOOD; TRANSFUSION 


Oehlecker: Haemolysis in Spite of Blood Group- 
ing (Haemolyse trotz Blutgruppenbestimmung) 
52 Tag. d. deutsch. Ges. f. Chir., Berlin, 1928. 

Fatalities have resulted from blood transfusion in 
spite of blood grouping. A distinction must be made 
between the phenomena occurring within the first 
three minutes after a transfusion and those occur- 
ring later. The first are always due to hemolysis 
(shock phenomena, hemoglobinuria, the appearance 
of haemoglobin in the blood serum), whereas the 
latter are due, not to hemolysis, but evidently to 
an idiosyncrasy of the patient to the newly intro- 
duced serum. Symptoms developing after one or 
two days cannot be attributed to the transfusion. 

Ochlecker attempted to determine the sources of 
error in blood grouping. One such source is lack of 
skill on the part of the surgeon. Another is dete- 
rioration of the test sera. A third is the occurrence 
of deceptive reactions. Oehlecker cites examples of 
deceptive reactions. He states that the best safe- 
guard against them in the biological test, and that 
this should never be omitted. He has had fifty 
haemolytic reactions but was able to counteract their 
harmful effects by further transfusion. 

In conclusion, he advocates the use of the new 
method of blood grouping which is based on the 
peculiarities of the red cells. 

In the discussion of this report, WILDEGANs stated 
that, in addition to the factors mentioned, the occa- 
sional occurrence of more or less severe haemolysis 
in spite of careful blood tests may be due to errors 
arising from pseudo-agglutination (rouleaux forma- 
tion of the erythrocytes). When the rouleaux for- 
mation is marked, the pseudo-agglutination cannot 
be distinguished from true agglutination on the 
cover-glass. It occurs particularly when serum and 
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erythrocytes are used in concentrated form. In order 
to avoid error due to pseudo-agglutination, the cover- 
glass method of typing should be abandoned and 
the Schiff test-tube method employed instead. In 
the latter procedure, which is equally simple, diluted 
serum and erythrocytes are employed (small test- 
tubes, 0.1 c.cm. or 2 drops of test serum plus 0.2 
c.cm. or 4 drops of corpuscle suspension; centrifu- 
galization and microscopic examination). 

Error may result also from deviation of the blood 
from the group classification (defective types or the 
formation of new agglutinins and agglutinizable 
substances). 

A further cause for error is the presence of local 
foci of infection throwing off bacteria into the blood 
stream. A temporary bacteremia that causes no 
clinical disturbances in the donor because the organ- 
isms are not pathogenic to him may cause marked 
disturbances in the recipient. STETTINER (Z). 


Shera, G.: Fatal Suppression of Urine Caused by 
Latent Hemagglutinins. Brii. M.J., 1928, i, 754. 


The author reports a case of fatal suppression of 
urine following transfusion which was due to the 
presence of latent hemagglutinins in the blood. 
Thirty minutes at room temperature were allowed 
for the cross testing of the patient’s serum and the 
donor’s cells, but no evidence of agglutination was 
observed. At the time of the transfusion, which 
was necessitated by loss of blood from the rupture 
of a tubal pregnancy, further delay was considered 
dangerous. On repetition of the cross testing, 
agglutination occurred at the end of sixty-five 
minutes. 

In this case and in two cases reported by Blaker 
and Dodds, the suppression of urine began within a 
few hours after the transfusion and was associated 
with a fever of from gg to 104 degrees F’., jaundice, 
methemoglobinuria, lumbar pain, symptoms of 
uremia, and nitrogen retention. Death occurred 
after from four to nineteen days. -The blood urea 
increased steadily. 

In the author’s case the urine became scanty and 
blood stained on the day following the transfusion 
and thereafter progressively decreased in amount. 
Death was attributed to uremia due to mechanical 
blocking of the kidneys and liver by blood-cell 
agglutination. This result was produced slowly 
and progressively by small amounts of agglutinogen 
in the patient’s serum. At autopsy, the kidneys 
showed intense engorgement of the capillaries and 
tubules, compression of Bowman’s capsules and 
the tubular cells, filling of the tubules with red 
blood cells or débris, and cloudy swelling. The 


vessels. 


liver showed chronic venous congestion of the nut- 
meg type with pressure atrophy of the cells and 
parenchymatous degeneration. 

One of the causes of difficulty in the grouping of 
bloods is the variability of the titre of the com- 
mercially prepared Group 3 sera. The American 
Society of Immunologists considers thirty minutes 
at room temperature to be a safe time period for 
cross testing, but the author has come to the con- 
clusion that this is insufficient and he now incubates 
the bloods at 37 degrees C. for from sixty to seventy- 
five minutes. The incubation is done in a damp 
chamber made by placing the slide in a Petri dish 
lined with damp filter paper. Shera believes that a 
shorter time will be safe only when more reliable 
Group 3 sera are obtainable. 

Animal experimentation by Yorke, Blaker, and 
Dodds has shown that the precipitation of injected 
hemoglobin in the kidneys requires: (1) an acid 
reaction (pH 5-6) and (2) sodium chloride in a con- 
centration of not less than 1 per cent. On theo- 
retical grounds, Blaker and Dodds recommend 
alkaline diuretics and transfusions of sodium car- 
bonate. An acid concentrated urine must be 
prevented. E. S. Prarr, M.D. 


LYMPH VESSELS AND GLANDS 


Jaffe, H. L., and Richter, M. N.: The Regeneration 
of Autoplastic Lymph Node Transplants. J. 
Exper. Med., 1928, xlvii, 977. 

Whole lymph nodes were transplanted into the 
abdominal wall of the albino rat. The authors 
describe these experiments and supplement their 
report with photomicrographs of the sections. 

Sections made after periods ranging from six to 
thirty-five days showed that the transplant per- 
sisted in the muscles of the abdominal wall as a 
fully developed lymph node. The necrosis which 
followed transplantation involved mainly the 
lymphocytes. A margin of lymphocytes was pre- 
served only at the periphery. The reticulum cells 
played an important part in the regeneration of the 
lymph node, and for the most part did not de- 
generate. 

Two structures in the regenerating node were 
directly traceable to the same structures of the 
transplant, namely, the marginal sinus and the 
hilus. The marginal sinus of the transplant was 
preserved and was probably an important means 
by which lymphatic communication was established 
with the surrounding tissue. The hilus of the 
regenerated node was the site of entry of the blood 
J. Frank Doucuty, M.D 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Velo, C. A.: An Attempt at Homoplastic Skin 
Grafting (Tentativi per ottenere l’attecchimento 
degli innesti omoplastici di pelle). Ann. ital. di 
chir , 1928, vii, 97. 

In an effort to make skin grafts take and live the 
author tried preliminary treatment. After having 
removed small flaps of skin from the external sur- 
face of the ear of a rabbit, taking the strictest pre- 
cautions for asepsis, he placed the flaps in sterile 
paraflined dishes containing plasma of the rabbit on 
which they were to be grafted and then placed the 
dishes in the thermostat for twenty-four hours. At 
the end of that time he removed the flaps from the 
plasma and grafted them on the animal which 
furnished the plasma. While other investigators 
have put the grafts on the surface of the body, Velo 
grafted them into the subcutaneous tissues. Sacer- 
dote and Rigano have shown that grafts placed in 
the subcutaneous tissues survive much longer than 
those placed on the surface of the body. 

In all of his experiments with grafts made in the 
manner described, the author performed control 
experiments with autoplastic grafts not previously 
treated. 

The changes in the subcutaneous grafts were the 
same in the treated and untreated grafts. For about 
a month the grafts persisted as dark nodules in the 
subcutaneous tissue. ‘They then began to decrease 
in size and finally disappeared completely. About 
eighty days were required for their complete 
disappearance. 

The author made histological examinations on the 
fortieth, fiftieth, sixtieth, seventieth, and eightieth 
days. The findings were the same in the treated 
and untreated grafts. At the end of forty days 
there were cysts with walls made up of a thin layer 
of epithelial cells and connective tissue. The cavity 
was full of amorphous détritus, masses of pigment, 
and bits of hair. The surrounding tissue was rich 
in cells and vessels. On the fiftieth day there were 
no epithelial cysts; examination revealed only a 
zone of thickening in the subcutaneous connective 
tissue in which the tissue was infiltrated by small 
cells and extravasated blood pigment and contained 
pigment and fragments of hair. On the sixtieth day 
there was an accumulation of amorphous détritus 
surrounded by a layer of connective tissue rich in 
cells and vessels. Even on the seventieth and 
eightieth days there was a zone of newly formed 
connective tissue at the site of the graft which was 
infiltrated with mobile cells and contained residues 
of skin, traces of pigment, and amorphous necrotic 
masses. In some cases there were giant cells. 


It is evident that even the preliminary treatment 
did not save the transplanted skin from destruction 
and absorption. Auprey G. Morcan, M.D. 


Gohrbandt, E.: A Modification of the Thiersch 
Transplantation (Eine Modifikation der Thier- 
schen Transplantation). 52 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1928. 

Gohrbandt demonstrated the intracutaneous 
course of the vessels by injection preparations of the 
skin. From these he has come to the conclusion 
that flaps for transplantation should be 2 or 3 mm. 
thick—somewhat thicker than Thiersch grafts but 
considerably thinner than Krause flaps. Thiersch 
flaps include only the superficial vessels, whereas 
Krause flaps go below the deep intracutaneous ves- 
sels. The technique recommended by Gohrbandt 
opens the deep intracutaneous vessels and is followed 
by better healing of the flap. As was demonstrated 
in the case of a patient presented at the meeting, 
the transplanted skin seems to have a better and 
more normal appearance. In forty such plastic 
operations there was only one instance of partial 
necrosis. The flaps must not be cut too large. 

In the discussion of this report, KtrsCHNER stated 
that in his textbook he recommended the use of 
grafts of the thickness advised by Gohrbandt. He 
has employed them for years with good results. 
With regard to the technique of removing the flap 
he recommended that the knife be moistened with 
oil instead of saline solution and that when the 
incision is made the skin be stretched transversely. 

JosEpu stated that he also uses flaps of a thick- 
ness between that of the Thiersch flap and that of 
the Krause flap.’ He recommended the Schepelmann 
knife for transplantation. 

Payr reported that he uses the knife advised by 
Hoffmann of the Graz clinic. STETTINER (Z). 


Addison, W. L. T.: The Effect of Calcium, Potas- 
sium, and Sodium Chlorides and Potassium 
and Sodium Citrates in Certain Cases of De- 
layed Healing. Canadian M. Ass. J., 1928, xviii, 
700. 


The author reports a study of delayed healing 
of ulcer. The cases were of the chronic type rather 
than the types with sugar intolerance or infective 
processes. Two cases are reported in detail. The 
following conclusions are drawn: 

1. Calcium chloride not only exaggerates the 
phagocytosis of bacteria, as shown by Nagi and 
Ito, but accelerates the phagocytosis of dead tissue 
and the regeneration of tissue (granulation tissue). 

2. The potash salts greatly accelerate the regen- 
eration of granulation tissue and maintain the 
vitality of the endothelial and fibrous tissue. 
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3. In one of the cases reported an increase of 
sodium salts inhibited the regeneration of tissues, but 
in the other it caused the breaking down of the 
granulations already formed and of well-established 
scar tissue to form a new ulcer. 

4. These experiments seemed to show that the 
sodium ion tends to bring about a degeneration of the 
vessel structures, and that the calcium and po- 
tassium bring about a regeneration of these tissues. 

Euit C. RosirsHek, M.D. 


Cutler, E. C.: Postoperative Complications. J. 
Michigan State M. Soc., 1928, xxvii, 325. 

Increased knowledge of the etiology of post- 
operative complications has led to constant im- 
provement in the choice and technique of surgical 
procedures. Experimental investigation and clinical 
experience have shown that in the pre-operative 
preparation the patient should be disturbed as 
little as possible in his normal daily routine and the 
state of his nervous system must be taken into 
consideration. Postoperative complications may 
be classified as follows: 

1. Those involving the circulatory system. More 
than 50 per cent of such complications have their 
origin in vascular damage since in all operations 
there is injury to blood vessels. These complica- 
tions may be classified as general, local, and dissem- 
inated. Chief among the general complications are 
hemorrhage and shock. The local complications 
include hematoma, induration, wound fever, and 
lesions in the area supplied by blood vessels distal 
to the wound, such as gangrene and thrombosis. 
The disseminated complications are produced by 
the transmission from the field of operation of 
thrombi formed in the wound and are manifested 
by a wide variety of clinical syndromes depending 
upon the site at which the embolus lodges. 

2. Complications involving the nervous system. 
Serious complications depending upon injury to 
the nervous system are rare. The major effects 
upon the nervous system are produced upon the 
mentality and psyche and by reflex sympathetic 
action such as the sequele of fright and fear 
psychoses and the depression caused by mental 
anxiety. These complications may be general or 
local. The general complications include the great 
group of postoperative psychoses. The local com- 
plications are postoperative gas distention and 
paralytic ileus which are probably the result of a 
reflex inhibition due to injury to a nerve and often 
aggravated by air swallowed during and after 
operation. Acute dilatation of the stomach is also 
a striking entity caused probably by the trapping 
of atmospheric air in the stomach. As a result of 
the distention thus produced and the excess secre- 
tion subsequent to the distention, vomiting ensues 
with resultant loss of water and chlorides. Damage 
to the splanchnic or vagus innervation may also 
play a réle in the syndrome. Retention of urine is 
one of the most frequent complications. It is 
chiefly psychological unless there is damage to the 
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nervous system. Postoperative nerve paralysis 
may result from the position of the patient during 
the operation and from pressure produced on 
nerves as when an extremity is allowed to remain 
in a plaster cast for a long period of time. 

3. Complications due to infection. Faulty 
technique either during or immediately after the 
operative procedure may result in infection of the 
wound. The prevention of this complication neces- 
sitates improvement of the technique. The dissem- 
ination of the infection present before operation 
may occur by simple local extension or by extension 
through the lymphatic or vascular channels. 

4. Pulmonary complications. 

5. Complications following operations on pa- 
tients who are poor risks; disturbances of 
metabolism, etc. 

6. Complications depending upon local condi- 
tions in special fields. SAMUEL Kaun, M.D. 


Sulger: Postoperative Thrombosis and Embolism 
(Ueber postoperative Thrombose und Embolie). 
52 Tag. d. deutsch. Ges. f. Chir., Berlin, 1928. 

The striking increase of thrombosis and embolism 
during the last few years led Sulger and Bozcin to 
make a study of the blood of 60 patients before and 
after operation with regard to coagulation time, 
bleeding time, number of blood platelets, and the 
sedimentation time of erythrocytes. The specimens 
of blood were secured from puncture of the brachial 
vein. 

A postoperative increase in leucocytes was found 
in about 60 per cent of the cases, even those in which 
a practically sterile operation had been done. In 
most instances the bleeding time remained un- 
altered. In rare instances it was increased and some- 
what less rarely it was shortened. Likewise the 
coagulation time was unaltered in about one-third 
of the cases, somewhat more often lengthened, and 
somewhat less often shortened. The blood platelets 
frequently showed an increase but it was slight. 
The sedimentation time of the blood corpuscles 
was increased in go per cent of cases. On the whole, 
changes were found which, in connection with the 
other operative traumata, might tend to produce 
thrombosis. 

A study was also made of the effect upon these 
postoperative disturbances of the leeching treat- 
ment recommended by ‘Termier in 1922. In 20 
patients, a favorable effect upon the blood picture 
was demonstrated but rarely. Only exceptionally 
was the coagulation time lengthened. The influence 
on the blood platelets was somewhat more favorable. 
In order to determine whether or not the effect from 


‘the leeching might be only very transitory, Sulger 


conducted experiments on himself. He allowed 4 
fasting leeches to attach themselves to his thigh. 
Two were allowed to suck blood for forty minutes, 
1 was left on for one hour, and 1 was left on for 
three hours. The blood loss amounted to 454 gm.; 
57 gm. were taken up by the leeches and 397 gm. 
were lost during profuse after-bleeding from the 
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bites. Blood for study was removed from the 
brachial vein at fifteen-minute intervals for the first 
three hours, at half-hour intervals from the 
third to the ninth hours, then at four-hour intervals 
for the first twenty-four hours, and finally once a 
day during the nine following days. Scarcely any 
effect was noted which could be interpreted as 
tending to prevent postoperative disturbances. 
The influence of the leeching on the general blood 
stream was only transitory. The therapeutic results 
are therefore ascribable only in slight degree to the 
alteration in the general blood picture. The value 
of the treatment rests rather upon the profuse 
blood-letting localized to the affected limb. 

In the discussion of this report, SCHLOFFER pre- 
sented statistics regarding deaths from embolism 
which have occurred in the clinics of the German 
University at Prague during the years 1918 to 1927 
and the deaths from embolism occurring in the 
surgical clinic alone. Since all clinic deaths in 
Prague must be followed by autopsy, the reports 
from the German Pathological Anatomical Institute 
must be quite exact. The grand total for each year 
has shown a marked increase during the past ten 
years, and the increase has been particularly great 
in the surgical clinic. While in the first years of the 
decade the number of deaths from embolism in the 
surgical clinic was less than half of the total num- 
ber, in the latter part of the decade it was more than 
50 per cent of the total number It is true that the 
number of “extensive operations” increased from 
goo to 2,700 during this period, but this fact only 
partly explains the increase in the incidence of 
embolism. It appears that fatal embolism has in- 
vaded fresh operative groups as its incidence after 
those operations in which it had previously been 
feared has not increased. In too operations which 
were performed before 1924 for umbilical hernia 
and in which extensive myoplastic methods were 
employed, there were 6 deaths from embolism, where- 
as in 84 such operations performed since 1924 
there were 4 deaths from embolism, thus showing no 
increase in the mortality. On the other hand there 
was only 1 death from embolism up to 1923 follow- 
ing cholecystectomy and this occurred in the case 
of a patient who was brought to the hospital in a 
septic condition. Since 1923 there have been 3 
deaths following this operation, but 2 of these pa- 
tients also were brought to the hospital in a septic 
condition. There were also 2 cases in which, because 
of the patient’s poor general condition, operation 
was limited to cholecystostomy. 

When the operative and non-operative cases are 
grouped according to the occurrence of fatal and 
non-fatal embolism, it is seen that for the operative 
cases during the first years of this last decade the 
curve representing allinstances of embolism rises in 
no slight measure above the curve for the fatal cases, 
while in the later years the curves run closer to- 
gether. It therefore appears that embolism in 
operative cases is becoming more dangerous. In 
the non-operative cases there were 5 deaths from 


embolism. One of these deaths occurred in a case 
in which during the treatment of a complicated 
malleolar fracture the insignificant lancing of a 
posterysipelatous abscess was done. In another 
case in which the saphenous vein was ligated high 
up because of thrombophlebitis of the varicose 
veins of the leg, the femoral vein was found at 
autopsy to be thrombosed, but it was not deter- 
mined whether the embolism resulted from, or in 
spite of, the ligation. 

Everything possible has been done to reduce the 
incidence of embolism, but decisive success has not 
been attained. However, in 200 cases in which the 
intravenous continuous drip method was _ used 
there was not a single instance of embolism. All of 
these cases were of a most discouraging type; the 
circulation was especially sensitive and as a rule 
there was a toxic or infectious process. About 
three-fifths of these 200 patients died and the rest 
recovered. In no instance was embolism the cause 
of death and in no case was a thrombosis demon 
strated at autopsy (if the small thrombi in the 
subcutaneous arm veins used for the intravenous 
infusion are disregarded). None of the patients 
who recovered had thrombosis or embolism. 

SEIFERT recommended, in addition to the admin- 
istration of calcium, the use of heliotherapy for the 
production of vitamin D which lessens the tendency 
toward embolism. 

HENSCHEN stated that the application of leeches 
in the stage of newly formed thrombi ameliorates 
the symptoms, but that the danger from after- 
bleeding must not be underestimated. He recom- 
mended the prophylactic application of 2 or 3 
leeches the evening preceding operation. By this 
means the coagulation time is lengthened to as 
late as the third or fourth day. 

FRUEND remarked that following strumectomy, 
especially in Basedow’s disease, he has never seen 
an instance of embolism. He has therefore given 
prophylactic doses of thyroid preparation and in 
1,086 operations, of which 252 were laparotomies, 
68 herniotomies, and 19 prostatectomies, there was 
only 1 instance of embolism. 

KUEMMELL substantiated the findings reported 
by Schlofier regarding the favorable influence of 
massive infusions and emphasized the prophylactic 
value of getting the patient out of bed early. 

STETTINER (Z). 


Scott, W. J. M., and Cutler, E. C.: Postoperative 
Massive Atelectasis. J. Am. M. Ass., 1928, X¢, 
1759- 

In the authors’ opinion, postoperative massive 
atelectasis is initiated by a nervous reflex, probably 
largely vasomotor, which results in narrowing ol 
the lumina of the peripheral bronchioles by venous 
engorgement, swelling of the mucous membrane, 
and the elaboration of a tenacious secretion. The 
completion, extent, and localization of the com- 
plication, they believe, are dependent upon several 
secondary factors. 
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Of their first series of 2,000 operations, 12 were 
followed by postoperative massive atelectasis, 
whereas of a second series of 1,000 general surgical 
operations, only 2 were followed by this complica- 
tion. The decrease in the incidence of atelectasis 
is attributed to the adoption of the semi-Fowler 
position on a Gatch bed and hyperventilation of 
the lungs by the administration of carbon dioxide 
either during the anesthesia or at the end of the 
operation or at both times. In the 2 cases of atelec- 
tasis in the last series of cases, hyperventilation with 
carbon dioxide was omitted. 

From the observations made to date in regard to 
the effect of hypoventilation and posture on the 
development of postoperative massive atelectasis 
the authors draw the following conclusions: 

1. All patients operated upon under general 
anesthesia should be given hyperventilation by 
the breathing of a mixture of carbon dioxide and 
oxygen at the end of the operation. 

2. In the first forty-eight hours after operation 
patients should be kept in a semi-Fowler position 
unless there is some contra-indication thereto, and 
care should be taken that they do not lie constantly 
on one side. 

3. Deep breathing at frequent intervals during 
the first twenty-four hours should be encouraged. 

4. Postoperative dressings should be so arranged 
that there will be minimal hindrance to respiration. 

Car R. Stemnke, M.D. 


Bannick, E. G., and Keith, N. M.: Acute Renal 
Insufficiency Following Surgical Operation 
for Carcinoma of the Sigmoid and Rectum. 
Med. Clin. N. Am., 1928, xi, 1571. 


Acute renal insufficiency often occurs following 
operations for carcinoma of the lower part of the 
colon and rectum, but if it is recognized early and 
given proper treatment, prompt recovery frequently 
results. 

In the cases reviewed by the authors the chief 
and most constant signs of renal insufficiency were 
oliguria and an increase in the blood urea. (dema, 
if it occurred at all, developed later. The blood 
pressure was normal, and abnormal conditions of 
the urine were inconstant. A toxic state was present 
in all. In most of them there had been partial ob- 
struction of the bowels for some time before the 
operation, and in all of them there was some infection 
of the operative field. These conditions and a certain 
degree of cachexia in elderly patients seem to 
explain the development of the renal insufficiency. 

Lesions of the kidney were variable. In none of 
the cases was there typical evidence of acute glom- 
erulitis. The clinical course was similar to that in 
cases of diffuse degenerative renal lesions, but in 
several cases the renal structure appeared almost 
normal. The slight changes found may be no more 
than those occurring in a similar group of elderly 
patients without renal insufficiency. Renal in- 
sufficiency of the type under discussion occurs quite 
frequently in association with different toxmias. 
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In many cases a liberal fluid intake (from 2,500 
to 3,000 c. cm. daily) and diuretics of the caffeine 
type have brought about satisfactory diuresis. 
Frequently the best results are obtained when some 
of the fluid is given intravenously in the form of 
hypertonic glucose solution. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Albrecht, P.: The Healing and Treatment of 
Wounds (Wundheilung und Wundbehandlung). 
Zentralbl. f. Chir., 1928, lv, 115, 120. 

The author reports his experiences with a halogen 
solution prepared by Ulzer of Vienna from a mix- 
ture of iodine, chlorine, and fluorin salts. This 
preparation is hypertonic, weakly acid (hydrogen 
ion concentration 6.0), and highly bactericidal. It 
has a slight chlorine odor and is stable when kept 
in a closed container and in the dark. According to 
the experience of the author and that of others, it 
has a very favorable effect on the healing of wounds, 
does not injure muscle, connective tissue, or fatty 
tissue, and is an excellent disinfectant for the 
hands. On the mucosa, however, it has an irritating 
effect. It is not used subcutaneously, intravenously, 
or for deep disinfection. Its bactericidal power on 
common types of bacteria was proved in a series 
of experiments in vitro carried out by Risak and 
Homma. 

For the animal body the preparation is relatively 
non-toxic. Albrecht has obtained very good 
results with it in the treatment of phlegmons fol 
lowing incisions, in abscesses and hamatomata 
which he filled with the solution after puncture, and 
in traumatic suppurating wounds. He has found it 
to be of particular value in anaerobic infections, 
especially those due to the gas gangrene and tetanus 
bacilli, as it is able to destroy even the very resistant 
spores. Suppurating operative wounds are said to 
undergo primary healing more quickly than other 
wise when they are treated with this preparation. 
In two series of experiments Risak found that, after 
suppurative appendicitis, abdominal wounds which 
were treated with the solution healed by secondary 
intention in 13 per cent of the cases whereas, of 
those not so treated, suppuration occurred in 38 
per cent. 

Good results are obtained in the use of the 
preparation also in ‘‘clean’” operative wounds. Of 
206 patients with such wounds, 203 were discharged 
with their wounds healed by primary intention. 
In 3 cases suppuration developed while the patient 


. was still in the hospital, and in 14 cases a stitch 


abscess developed after the patient’s discharge from 
the hospital. 

In the author’s opinion, suppurations which occur 
after the use of the preparation are milder than 
those which occur in cases in which the preparation 
is not employed. The scars of wounds treated with 
the halogen solution seem to be particularly firm. 

Von Repwitz (Z). 
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Fried, C.: The Roentgen Treatment of Acute and 

; Subacute Suppurative Inflammations (Die 
Roentgenbestrahlung akuter und subakuter eitriger 
Intzuendungen). Acta radiol., 1928, ix, 109. 

Fried states that the very few reports on the 
treatment of coccal infections with the roentgen 
rays that were made up to the year 1924 dealt only 
with isolated cases and most of them indicated that 
the dosage used was too high. 

Heidenhain and Fried have found, that from 75 
to 80 per cent of all acute and subacute inflam- 
mations react very well to roentgen radiation, 
surgical interference being rendered entirely un- 
necessary or necessary only in the smallest measure 
and the course of the disease being considerably 
shortened. 

In this article, Fried reports the results of roentgen 
treatment in a large number of cases, describes the 
technique employed, and discusses the most suitable 
doses for each type of disease. 


Allan, F. N., and Wilder, R. M.: The Treatment 
of Erysipelas with Antitoxin. Med. Clin. N. 
Am., 1928, xi, 1653. 

The authors report their experience in the treat- 
ment of erysipelas with Birkhaug’s antistreptococcus 
serum. The serum was given in 22 cases which were 
selected as the most severe of a group of 38. In 7 
cases it had no appreciable effect or was only 
questionably beneficial, but in the remaining 15 
there was definite evidence of benefit within from 
twenty-four to forty-eight hours after the first 
injection. ‘The advance of the lesion was arrested, 
the erythema and oedema subsided, the temperature 
was reduced, and the toxic symptoms were dimin- 
ished. In 11 cases the improvement was remarkable. 
In 4 cases it was less striking but still quite evident. 
The cases in which the improvement was most 
apparent were chiefly those in which the serum was 
given before the end of the third day of the disease. 

As a rule, the serum was administered intra- 
muscularly. In 4 cases intracutaneous injections 
were also made along the margin of the advancing 
lesion and appeared to check its spread. 

Although the number of cases treated was too 
small to furnish sound statistical evidence, the 
favorable clinical impression was supported by 
the mortality rate and duration of hospital treat- 
ment required in cases of erysipelas observed over a 
nine-year period. Prior to the use of the serum 


there were 166 cases with 22 deaths, a mortality of 
13.5 per cent, whereas after the use of serum was 
begun there were 38 cases with no deaths. 


The 
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average duration of hospital treatment for the 
survivors of the first group was thirteen and two- 
tenths days, and that for the latter group, nine and 
seven-tenths days. 


ANZSTHESIA 


Kulenkampff, D., and Persky, M. A.: Brachial 
Plexus Anesthesia. Ann. Surg., 1928, |xxxvii, 883. 


The supraclavicular method of brachial plexus 
block is practical and of definite value. The effec- 
tiveness of the procedure was well established in 
10,000 cases in which it was employed in the Braun 
clinic. When care is used, the method is practically 
free from danger. 

The injection is made by introducing the needle 
over the midpoint of the clavicle just external to 
the external jugular vein, which may be found by 
asking the patient to close his lips and puff his 
cheeks. The needle is introduced in the direction of 
the spinous process of the second or third dorsal 
vertebra. As a rule, a needle 35 mm. long and o.5 
mm. thick is used. For the induction of the anzs- 
thesia a 2 per cent novocain-adrenalin solution has 
been found most effective. The injection is best 
given with the patient in the sitting position with 
the arm on the side to be anesthetized lying quietly 
in his lap and his shoulder relaxed. When necessary, 
however, he may lie with a pillow under his shoulder 
and his head turned to the side opposite the one on 
which the injection is to be given. He should be 
instructed to indicate at once when the needle 
touches the plexus, which is evidenced by a tingling 
sensation, but must be told not to draw away when 
the tingling occurs. 

The anesthesia induced in this manner lasts up to 
from two to three hours, depending upon its degree. 
As a rule the injection of 25 c. cm of the 2 per cent 
novocain-adrenalin solution has been found very 
satisfactory. Possible untoward effects include 
vasomotor reactions in the hand and forearm; 
anesthesia of the sympathetic fibers on the side of 
the injection, manifested by hyperemia and sweat- 
ing of that side of the face; and partial temporary 
paralysis of the phrenic nerve. The chief dangers 
are injury to the deep vessels or the apex of the 
lung and permanent or partial damage to the plexus. 
Damage to the plexus has not been observed by 
tbe authors but has been reported by other in- 
vestigators. Surgical procedures high up on the 
shoulder or in the axilla require blocking of the 
intercostohumeral nerve. 

WitiiAM E. SHACKLETON, M.D. 














PHYSICOCHEMICAL METHODS IN SURGERY 


ROENGENOLOGY 


Glasser, O., and Portmann, U. V.: The Physical and 
Clinical Foundations of Oversoft Roentgen-Ray 
(Grenz-Ray) Therapy. Am. J. Roentgenol., 1928, 
xix, 442. 


Grenz rays are roentgen rays of long wave length 
(from 1 to 3 angstroms). There have been numerous 
attempts recently to apply these rays therapeutically, 
and the authors have endeavored to establish a 
foundation for their clinical use by a study of their 
physical properties. 

Emphasis is placed upon the absorption values and 
measurement of the intensity of these super-soft 
roentgen rays in terms of electrostatic units (R 
units). It was found that the half-value layers of 
these rays lie between 0.007 and 0.04 mm. The 
half-value layer in aluminum as compared with the 
half-value layers in water, muscle, cutis vera, epi- 
dermis, and subcutaneous tissue is shown in the fol- 
lowing table: 


Half-value layer Half-value layer 
tai.  °6—CCOC—~S — Muscle, Seen Seite a 
Kv. Aluminum | Water “—o Epidermis ee 

Mm. Mm. Mm Mm. 

0.007 0.12 0.13 O.14 0.20 

5 0.0125 0.2 0.22 0.24 0.33 

6 0.0175 0.28 0.31 0.34 0.46 

8 0.0250 0.39 0.43 0.47 0.64 

10 0.0335 0.52 0.57 0.62 0.860 

2 0.0400 0.62 0.08 0.74 T.02 




















For practical dosage measurement, a small (1- 
c.cm.) ionization chamber of goldbeater’s skin was 
used. In numerous determinations made under dif- 
ferent conditions the intensity was found to vary 
from 400 R/min. (at 1o kv., 10 ma., 4 cm.) to 
0.5 R/min. (at 5 kv., 10 ma., and 20 cm.). The 
threshold erythema dose for the Grenz ray seems 
to be about 250 R. units. 

Cuarces H. Heacock, M.D. 


Duane, W., and Lorenz, E.: The Standard Ioniza- 
tion Chamber for Roentgen-Ray Dosage Meas- 
urements. Am. J. Roentgenol., 1928, xix, 461. 


The authors describe the standard ionization 


chamber for measuring roentgen radiation in terms 
of electrostatic units and illustrate it by diagrams. 
This is an open-air chamber with two parallel 
plates. A small portion of one plate is connected 
with a galvanometer to measure the ionization 
current. 

The attempt was made by Duane and Lorenz 
to determine how far apart the parallel plates must 


be, what size they should be, and what influence is 
exerted by the material of which the plates are 
composed. 

From this investigation the conclusion was 
drawn that roentgen-ray dosage may be measured 
to a fraction of 1 per cent. The distance between 
the parallel plates should usually be from 6 to 9 
cm., but for low voltage rays may be somewhat less. 
The parallel plates should be fairly large and, in 
order to eliminate the effects of charges on external 
metal sheets, should extend beyond the smaller part 
of the plate connected with the galvanometer to a 
distance of nearly twice the distance between the 
plates. When the parallel plates were 6 cm. apart, no 
difference in measurements were noted when brass 
plates or carbon-covered plates were used. When 
the distances were shorter, the measurements with 
the brass plate were slightly higher. 

Cuarces H. Heacock, M.D. 


RADIUM 


Quimby, E. H.: The Intensity of Radiation in the 
Vicinity of Filtered Radon Implants. Radiology, 
1928, xX, 365. 

In studying the development of filtered radon 
implants the author correlated the accumulated 
data relative to three different reactions and directly 
applicable to dosage problems. 

Tissue necrosis data were obtained by burying 
radon in the dorsal muscles of rabbits and measur- 
ing the amount of necrosis following the use of 
gold implants about 3 mm. long and with a wall 
thickness of 0.3 mm. Butter decoloration con- 
stituted a second source of data. With the use of 
the same type of gold implants, measurements of 
the bleached areas were made when no further | 
increase could be observed. Skin erythema served 
for the biological indicator of dosage. When the 
radium was applied externally, beeswax was used 
as a scattering medium in order to simulate the 
media employed in the other series of experiments. 

In the correlation of these data it was found that 
there was a parallel relation between the different 
radiation effects. Since the percentage intensities 
of tissue necrosis, butter decoloration, and skin 
erythema were practically parallel when gold seeds 
3 mm. long and with a wall thickness of 0.3 mm. 
were employed, the author believes it is warranted 
to employ these data as a basis for a curve to deter- 
mine the dosage for buried seeds. The values used 
in the plotting of the curves are all relative to 100 
per cent at a distance of 4 mm. By comparing the 
figures and by plotting a composite curve obtained 
from the three series of experiments, it is shown 
how the dose may be determined for any given 
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tumor if the dose for a similar growth of any other 
size is known and how the effective radius for any 
tube can be found if the radius for another tube is 
known. The author concludes that, certain factors 
being known, the curve gives the additional in- 
formation which will aid in determining the dose 
required for any particular case. His conclusions 
are summarized as follows: 

1. Given the effective radius of action of a tube 
of a certain strength, it is a simple matter to deter- 
mine the radius of action of a tube of different 
strength for the same type of reaction. 

2. Given the millicurie dose which is known to 
be effective for a tumor of a certain size, the proper 
dose for a tumor of a different size can be determined. 

3. For larger tumors for which one tube is to be 
used it is possible to determine the total effective 
radiation at any point in the tumor resulting from 
a definite distribution of the tube. 

4. By comparing the effectiveness of different 
combinations of tubes in a given volume it is possible 
to determine the combination which is most 
desirable. A. James Larkin, M.D. 


MISCELLANEOUS 


Dowden, J. W.: The Principle of Active Movement 
in the Treatment of Injury and Disease. 
Internat. J. Med. & Surg., 1928, xli, 221. 

The treatment of injury and disease must be 
based on the facts of anatomy, physiology, and 
pathology. From the surgical point of view, prac- 
tically the entire body is designed for movement 
and for movement only. From the pathological 


point of view—since repair after injury begins 
almost immediately—the adaptation of the repair- 
ing cells to the demands made upon them is most 
rapid when there is active movement short of pain. 

In cases of suppuration in which satisfactory 
drainage has been obtained, the earlier active move- 
ment is begun the better, provided it does not cause 
pain. As recovery advances, the movement should 
be increased. If the limb is kept motionless, granu- 
lation tissue, which ultimately develops into fibrous 
tissue, will bind the structures together. By the 
use of active movement, the greatest range of 
movement is obtained. The effect of active move- 
ment in suppurative conditions is to drive the pus 
out. 

In fractures and dislocations, very early active 
movement after the fragments are in alignment or 
the dislocation has been reduced gives much better 
results than those obtained by prolonged immo- 
bilization. 

Cut tendons should be so sutured that they will 
withstand early movement. Twenty-four hours 
after the suturing the patient should be asked to 
move the affected member very gently several times 
daily, and each day the range and force of the 
motion should be increased. For a week or two 
however, care must be taken not to place any 
strain on the tendons. It is remarkable to find how 
rapidly power and confidence are restored by this 
method. 

The author has used active movement short of 
pain for many years in the treatment of almost all 
injuries and many surgical diseases with very good 
results. SAMUEL Kaun, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Ashby, H. T., and Smith, G. S.: Chloroma: A 
Study of Three Cases Occurring in Children, 
with Postmortem Findings in Two Cases. 
Lancet, 1928, ccxiv, 1169. 


The characteristic features of chloroma are the 
presence of firm tumor growths in the orbital and 
temporal fosse and the periosteum of the skull, 
exophthalmos, hemorrhage into the lids, and a 
greenish color about the eyes. The disease is rapidly 
fatal. The greenish color is seen in the growths and 
frequently in the bone marrow. The pigment is 
thought to be an iron compound. The blood usually 
shows the picture of myelogenous leukemia, though 
in some case reports lymphatic leukemia is men- 
tioned. There is marked anemia. The leucocyte 
count varies in different cases and in the same 
case. The lowest recorded count was 3,200 and 
the highest 1,800,000. 

In the authors’ cases there was moderate en- 
largement of the liver but no increase in the size of 
the spleen. Vision was not affected until ulceration 
and conjunctivitis resulted from advanced prop- 
tosis. Complaint was made of severe headache or 
pain in the eyes. There were no enlarged glands or 
purpuric spots. 

The authors report two cases, one with autopsy 
findings, and refer to a third case which was reported 
in 1923. E. S. Pratt, M.D. 


Maljeff, M. I.: Cancer Metastases, on the Basis of 
Autopsy Material from Six Moscow Hospitals 
(Zur Frage der Krebsmetastasen, auf Grund des 
Sectionsmaterials von sechs Moskauer Kranken- 
haeusern). Arch. f. Gynaek., 1927, cxxxi, 339. 


Autopsies performed in 1,898 cases of cancer 
showed metastases in 1,105 (58.2 per cent). In 
cases of extragenital cancer the incidence of metas- 
tasis was 57 per cent, whereas in those of cancer of 
the female genitalia it was 57.8 per cent and in 
those of cancer of the breast, 87 per cent. 

In cancer of the female genitalia the frequency of 
metastasis varied considerably with the site of the 
primary tumor. Metastases were discovered in 


89.4 per cent of the cases of cancer of the ovary, — 


72 per cent of those of cancer of the vagina, and 52.2 
per cent of those of cancer of the uterus. 

The incidence of metastasis into the lymph glands 
was highest (72.4 per cent) in cancer of the female 
genitalia and lowest (47.3 per cent) in those of 
cancer of the breast. On the other hand, the inci- 
dence of metastasis into the liver was 57.8 per cent 
im cancer of the breast, but only 31.6 per cent in 
cancer of the internal genitalia. Pulmonary metas- 


tases occurred in 29.8 per cent of the cases of breast 
cancer, but in only 10.7 per cent of cases of cancer 
of the female genitalia. The incidence of pleural 
metastasis was highest (45.6 per cent) in cancer of 
the breast. 

Of 147 metastases from cancer of the uterus, 113 
were regional metastases, 44 occurred in the liver, 
22 in the ovary, and 17 in the peritoneum. The 
surprisingly small number of bone metastases—only 
2—may possibly be explained by the ease with 
which such metastases escape observation. 

In 44 cases of metastasis from cancer of the ovary, 
the peritoneum was involved 27 times, the glands 
24 times, the liver 17 times, the lungs 5 times, and 
the uterus 3 times. 

In 57 cases with metastases found in 65 cases of 
cancer of the breast the liver was involved 33 
times, the glands 27 times, the pleura 26 times, and 
the bones and kidney 13 times. 

In agreement with experimental findings, the 
spleen was rarely involved, the incidence of metas- 
tasis in this organ being only 4 per cent. 

Metastases into the female genitalia occurred in 
the ovary 30 times and in the uterus 11 times. Half 
of the ovarian metastases came from the stomach, 
7 from the breast, 2 from the other ovary, 2 from the 
uterus, and 1 each from the rectum, gall bladder 
pancreas, and intestine. Grarr-Pancsova (G). 


Hecker, P. G.: A Case of Congenital Sarcoma 
(Ein Fall von angeborenem Sarkom). Zentralbl. f. 
Chir., 1928, lv, 842. 

In the case of a child twelve years of age the 
mother felt in the left gluteal region a soft nodule 
the size of a cherry but externally not prominent. 
Under treatment with hot applications, the nodule 
increased to double its original size in a period of 
two weeks. At the end of that time the child was 
admitted to the hospital and the tumor was excised 
under ether anesthesia. 

Histological examination showed the neoplasm to 
be a spindle-cell sarcoma rich in cells. Within three 
weeks a recurrence appeared in the scar. At a second 
operation a tumor the size of a cherry was removed. 
Healing was disturbed by a slight infection of the 
wound. Examination three months later showed no 
metastases. PLENz (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 
Shore, C. A.: Rabies an Unnecessary Disease. 
South. M. J., 1928, xxi, 397. 
In 1926, in spite of prophylactic treatment for 
rabies given to many thousands of persons in the 
United States, there were ninety-two deaths from 
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this condition. These deaths could have been 
prevented by the simple procedure of restricting 
the liberty of unmuzzled dogs. 

Rabies has never existed in Australia because in 
that country there has always been a strictly en- 
forced quarantine of dogs. England has been free 
from rabies for six or seven years as the result of 
the muzzling of all dogs. 

In April of this year the Health Section of the 
League of Nations held an International Conference 
on Rabies in Paris, and among other questions the 
vaccination of dogs against rabies was given con- 
sideration. It was advised that the experimental 
study of the vaccination of animals be continued, 
but the Conference, which was composed of dele- 
gates from twenty-nine countries, unanimously 
adopted the following resolutions: 

“In the opinion of the Conference, the only 
measures which will completely eradicate rabies 
are the restriction of the liberty of the dog, unless 
muzzled, to the premises of the owner and the 
destruction of the ownerless dog, and the Conference 
recommends that these measures be embodied in the 
legislation of the various countries.” 

In America, concerted state action would be 
necessary for the complete eradication of rabies, 
but there is no reason why an individual state 
should not proceed as far as possible. So far as 
Shore is aware, none of the states has ever attempted 
rational control. Shore believes that with proper 
information regarding the object of the law we 
should be able to secure the assistance of all breeders 
of dogs, the great majority of intelligent owners, all 
stock raisers, all departments of agriculture, and all 
public health officers. Cari R. STEINKE, M.D. . 


Loehr: The Present Status of Anaerobe Investi- 
gation and Its Significance for Surgery (Ueber 
die heutigen Stand der Anaerobenforschung und ihre 
Bedeutung fuer die Chirurgie). 52 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1928. 

Today, throughout the scientific world, there is 
unanimity of opinion at least regarding the anaerobic 
causes of gas oedema; the new cultivation method of 
Zeissler has made it possible to explain the enormous 
number of bacterial mutations and symbioses and 
reduce them to a single simple form. As causes of 
gas oedema, the following organisms must be con- 
sidered: the Welch-Fraenkel bacillus, the bacillus 
of malignant cedema of Novy, the para-anthrax 
bacillus, and the bacillus histolyticus. The tetanus 
and botulinus bacilli are purely toxin-formers. 
Putrid gas phlegmon arises from mixed infection 
with bacillus putrificus verrucosus and tenuis. 

In examinations of specimens of earth from the 
various sectors at the front during the World War, 
Zeissler and Rassfeldt found the Fraenkel bacillus 
in 100 per cent, Novy’s bacillus in 64 per cent, the 
para-anthrax bacillus in 8 per cent, the bacillus 
histolyticus in 2 per cent, the tetanus bacillus in 28 
per cent, and the bacillus botulinus in 6 per cent. 

Under suitable conditions, it is possible to cause 
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an infection with every Fraenkel gas bacillus, but 
among the Novy bacilli there are both entirely 
apathogenic forms and very toxic strains. The 
para-anthrax bacillus is always highly pathogenic. 
The bacillus histolyticus is feared by the French 
particularly because of its fermentative action in 
mixed infection with the bacilli of gas cedema. 
Among all of the gas-cedema organisms mentioned 
there are strains which tend more toward gas 
formation and others which tend more toward 
oedema formation. A third form of manifestation is 
septicaemia or toxemia without gross local changes. 
One and the same type of organism may produce the 
three forms of manifestation, depending upon 
conditions which as yet are not known. Therefore, 
in the treatment of wounds, we must bear in mind 
all three manifestations of anaerobes even when no 
gas gangrene is present. 

The author’s examinations of the gastric contents 
for anaerobes have always been negative because of 
the acidity which is an aerobic environment. In 
the lower part of the small intestine and in the 
colon, Fraenkel’s bacillus, the para-anthrax bacillus, 
bacillus histolyticus, and Novy’s bacillus are found 
very regularly. In disturbances of motility and 
chemical disturbances of function in the gastro- 
intestinal tract (ileus, peritonitis), the anaerobes, 
especially the Fraenkel gas bacillus, become much 
more numerous. The vomitus is often rich in gas 
bacilli, and as the result of the action of their toxins, 
paralytic ileus may develop. 

In contrast to the musculature, the bowel which 
is bathed with toxic products both internally and 
externally (peritonitis) never shows necrosis or gas 
infection. ‘This is true also of the other internal 
organs. These organs are protected from necrosis 
by their good circulation. Necrosis of a portion of 
bowel occurs in experiments only when the gas- 
oedema organisms develop in large numbers and 
form their toxins in a portion of bowel that has been 
tied off. These conditions occur in gangrenous 
appendicitis, in which Loehr and Rassfeldt nearly 
always found several types of anaerobes, including 
usually the Fraenkel bacillus. 

Even in the normal appendix, bacilli of gas oedema 
have been found by various investigators with great 
regularity. Therefore, in cases of appendicitis, it is 
necessary to consider the action of anaerobes which 
has hitherto been ignored. As Weinberg found 
anaerobes in the pus of appendiceal abscesses, the 
action of anaerobes from the appendix and the 
lower intestinal tract must be considered in peri- 
tonitis. 

The author’s investigations of a large material 
showed that, in contrast to cultures of the same 
strains with previously formed toxin, spores ob- 
tained even from selected toxic strains did not cause 
anaerobic peritonitis. It is worthy of note that 
anaerobic infection in man and animals runs its 
course entirely without gas production, the latter 
occurring after death or only when the abdominal 
walls are involved, 
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After a brief discussion of the various serum 
treatments given in the different countries of 
Europe, the author states that the mixed serum 
of Weinberg of the Pasteur Institute, Paris, fully 
meets the requirements of anaerobic infections. 
Weinberg obtained excellent results with this serum 
during the World War and in the recent Morocco 
expedition. The author urges the prophylactic or 
therapeutic use of such a serum in all severe wounds 
of military or civil life, in all ischemic conditions 
such as arteriosclerotic gangrene and endarteritis 
obliterans, and in cases of operation on the rectum 
or urogenital tract or for severe appendicitis. 

STETTINER (Z). 


McIntosh, J. A.: The Donovan Body of Granuloma 
Inguinale. South. M.J., 1928, xxi, 434. 


The author reports an experimental study of 
granuloma inguinale. Since its description by 
Donovan in 1915, the Donovan body has been 
regarded as the cause of the disease. 

McIntosh first attempted to determine whether 
a filtrable virus is present in the condition. In this 
investigation, granulations obtained from spon- 
taneous lesions of a patient were ground to a pulp 
in saline solution, the solution slowly centrifugalized, 
and after recentrifugalization of the supernatant 
fluid and demonstration of the presence of Donovan 
bodies in the sediment, the sediment was resus- 
pended in the supernatant fluid and the solution 
divided into two parts. One part was then passed 
through a Berkfeld filter and injected into the left 
axillary fold of the patient and the unfiltered por- 
tion was injected into the right axillary fold. On 
the right side an acute ulcer first developed but 
healed in a few days. Forty-two days later a 
chronic ulcer characteristic of granuloma inguinale 
developed on that side and progressed until treat- 
ment was begun forty-five days later. Typical 
phagocytized Donovan bodies were demonstrated in 
this lesion. On the left side no lesion whatever 
developed. 

In a second experiment, an attempt was made to 
culture Donovan bodies in vitro. A _ nine-day 


anaerobic subculture from an anaerobic fifty-seven- 
day primary culture of the material containing 
Donovan bodies from lesions of the patient pro- 
duced, when injected into the same untreated 
patient, a chronic indurated lesion on the thirty- 
fifth day. Smears from this lesion showed an 
excessive number of large mononuclear cells but no 
Donovan bodies. Treatment was begun on the 
following day and further effort to demonstrate 
Donovan bodies in the lesion was then abandoned. 

A third experiment was made to study the effect 
of the administration of antimony salts on the 
phagocytosis of Donovan bodies in vitro. 

Blood sera and leucocytes were obtained from 
two patients, one of whom was untreated and the 
other of whom had received altogether 0.9 gm. of 
antimony potassium tartrate. In the case of the 
treated patient the lesions were healed. Biood 
serum, leucocytes, and a saline suspension of 
Donovan bodies from the first patient were mixed 
separately and incubated for one hour. In the 
case of the treated patient stained smears showed a 
more marked large mononuclear phagocytosis. It 
was noticed also that the injection of antimony 
salts produced a progressive increase in the number 
of these cells in the circulation. 

In a fourth experiment, quinine, a protozoan 
poison, was found to have no retarding influence on 
recurrent lesions of granuloma inguinale containing 
Donovan bodies. 

The author draws the following conclusions: 

1. The Donovan body is the cause of granuloma 
inguinalis and can be successfully cultured in vitro. 

2. The destruction of Donovan bodies following 
the administration of antimony salts appears to be 
accomplished by the large mononuclear cells. 

3. Antimony and potassium tartrate stimulate 
the production of the large mononuclear cells and 
increase the rate of phagocytosis of the Donovan 
bodies. 

4. The experimental incubation period for the 
disease is forty-two days. 

5. No filtrable virus was found. 

Burton CLarkK, Jr., M.D. 
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EDITOR’S COMMENT 


EE’S detailed report of the five-year results 
of irradiation treatment in a considerable 
group of cases of cancer of the breast 

(p. 420) emphasizes several important points: 
first, that the highest percentage of cures (39 per 
cent) was obtained in the operable cases which 
were treated by pre-operative irradiation, radical 
surgery and postoperative irradiation; second, 
that in operable cases the results of radical surgery 
combined with postoperative irradiation were 
practically the same as the results of irradiation 
alone or irradiation combined with palliative sur- 
gery (35 per cent of five-year cures in the first 
group and 36 per cent in the second); and, third, 
that the average prolongation of life in 133 pri- 
marily inoperable cases treated by irradiation 
alone was four months, as compared with the du- 
ration of life in Daland’s series of 100 untreated 
cases. In connection with the third point Lee 
observes, however, that 59 per cent of Daland’s 
cases were fifty-five years of age, or older, the 
age when cancer of the breast is comparatively 
benign, as compared with 41 per cent fifty-five 
years or older in Lee’s series, and. that the dosage 
in the cases treated in the earlier years may not 
have been adequate. 

Buchanan’s observation (p. 422) that the in- 
cidence of cure was 11 per cent higher in patients 
who applied for treatment from one to thirteen 
years after the growth was first noticed than in 
those who came for operation within the first year 
helps to emphasize the point stressed by Lee’s and 
by Daland’s observations, and previously em- 
phasized by many others, that the little under- 
stood factor of natural, or possibly acquired, 
immunity deserves still greater attention than 
it has received hitherto. 


Keynes’ report of forty-two cases of breast 
carcinoma treated during the past four years by 
radium alone (p. 420) is also of interest in con- 
nection with the papers already mentioned. 

Case’s comprehensive discussion of the subject 
of diverticula of the colon is a helpful contribution 
upon a subject not always sufficiently emphasized 
in a consideration of the differential diagnosis of 
acute and subacute inflammatory conditions of 
the abdomen. His differentiation of diverticulitis 
into the enterospasm type, the hyperplastic type, 
and the pseudo-appendicitis type, his observation 
that in cases of chronic diverticulitis the coils of 
the small intestine are displaced upward and to 
the right by the fat-laden sigmoid and its cedema- 
tous appendices epiploice, and his definite sug- 
gestions as to the medical and surgical treatment 
of diverticulitis deserve careful consideration. 

Braasch’s helpful paper upon the differential 
signs of different types of intrarenal neoplasms 
and the differentiation of intrarenal and extra- 
renal tumors (p. 448), the comprehensive discus- 
sion of Case, Lockwood and Skinner, McCoy, 
Oakman, and others (p. 435) upon various phases 
of the roentgenological diagnosis of gall-bladder 
disease, Ford’s review of the results of radio- 
therapy in fifty-nine cases of carcinoma of the 
ovary (p. 442), Lewisohn’s report of the late 
results in a series of thirty-three cases of perfo- 
rated peptic ulcer (p. 427), Alvarez and MacCar- 
ty’s analysis of the relationship between the size 
and the pathological characteristics of peptic 
ulcers (p. 426), and Wollstein’s report of nine 
cases of neuroblastoma of the adrenal in young 
children (p. 447) are a few of many other inter- 
esting and important abstracts in this month’s 
issue. 
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